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PYE trains people around the world to deepen the impact of their work with groups, using our
Creative Community Model: a framework of arts empowerment practices and group facilitation
tools developed by Peggy Taylor and Charlie Murphy.
Through the MUSIC DARE project, we will share activities that create the conditions for
transformative or therapeutic work with groups using the power of rhythm, harmony, moving
the body and inviting the imagination.
These notes explain the background to our work, and our methodology for designing programmes
that awaken creativity and musicality in people, and build safety and community in a group.
‘The late social work educator and scholar Henry W. Maier spoke to the role rhythm plays in
fostering group cohesion. “Have you noticed that when people jog, dance or throw a Frisbee in
rhythm with each other, they seem to experience momentary bonding and a sense of unity? At
these and other moments of joint rhythmic engagement, they discover an attraction for each other
regardless whether there has been a previous sense of caring. In fact it is almost impossible to
dislike a person while being rhythmically in ‘sync’. Rhythmic interactions forge people together.
Rhythmicity provides a ‘glue’ for establishing human connections”… from our own experience,
supported by scientific evidence, we enthustiastically assert that song, dance and rhythm belong
where people gather. They cause happiness – body and soul!’1

THE CREATIVE COMMUNITY
The seeds of PYE were sown in the mid 1990s with a simple vision. We imagined a world in
which everyone, regardless of age, religion and culture, receives the tools and encouragement to
unleash his or her creative potential. PYE currently works actively in 12 countries on 5
continents. Through our growing network of facilitators and partner organisations we are
touching the lives of close to 250,000 young people a year.
Our model, called the Creative Community Model combines the expressive arts, experiential
learning, and creative facilitation to provide transformative learning experiences for teens and
adults. This model is being used internationally in schools and youth programmes and other
contexts to build a safe space where people are able to express themselves and be seen and heard.
We are offering our model and activities to the Music Dare project because we believe it is a
powerful way to work groups, and could be applied effectively to the context of therapeutic work
with people who are recovering from addiction.
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We invite you to join us online in our digital space where people doing arts empowerment work
around the world meet, discuss their projects, and learn new practices. Visit us at
www.pyeglobal.org to find out where to connect.

GOALS & AGREEMENTS
WORKSHOP GOALS
 Explore your relationship to your creativity
 Learn ways to build a safe learning environment
 Learn arts-based activities that enliven learning and build group trust
 Explore ways to weave a variety of art forms into a programme
 Have fun!
COMMUNITY AGREEMENTS
 Avoid put downs of self or other
 Be willing to try new things
 Listen well
 Participate fully
 Be willing to share your reflections
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WHY THE ARTS?
ELICITS JOY: Creative expression in a judgment-free environment is simply a lot of fun.
Worries about the past or future disappear, and we find ourselves in the flow of the present
moment. When we express ourselves without trying to be perfect, we experience happiness
regardless of our circumstances.
PROMOTES HEALTH: Numerous studies point to the benefits of creative expression for
health. Notable is the work of Dr. James Pennebaker, who found that writing with emotion about
one’s life experiences increases immune function and decreases reliance on healthcare.
BUILDS CONFIDENCE: Arts-rich learning communities provide opportunities for everyone to
shine and be seen and appreciated by one another. When people take creative risks and are
appreciated by peers and mentors, their confidence jumps. Through repeated opportunities to take
creative risks, self-confidence develops quite naturally.
DEVELOPS EMPATHY: Neuroscientists have discovered that our brains have mirror neurons
that fire off when we witness emotions in another. Young people drop into empathetic resonance
when they hear their peers expressing authentic feelings through poetry, music and other arts.
BRINGS LEARNING ALIVE: Creative expression creates relevance by putting us in touch
with our thoughts and feelings. It creates excitement by putting us on our creative edge. It creates
a sense of vitality by bringing our imaginations into play. Human beings are designed to make
meaning of our lives and much of this happens in the inner world of our imaginations where heart
and head work together.
STRENGHTENS HUMAN CONNECTION: Daniel Goleman, the author of a series of popular
books on social and emotional intelligence, says that the first job of a leader is to create emotional
resonance with his or her group. Creative expression brings down the walls and builds trust,
connecting us across cultural, religious, socioeconomic, and generational divides.
PROVIDES OPPORTUNITIES TO TAKE CREATIVE RISKS: Young people love to take
risks. The arts provide an adventure with no right or wrong answers and an outlet for positive
risk-taking without physical danger.
TEACHES 21st CENTURY LEADERSHIP SKILLS: Through the arts we learn how to see the
big picture, synthesize information, live with paradox, collaborate with others, tell our stories, and
so much more. These are all right-brain skills that leading thinkers claim are crucial for success in
the modern world.
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THE BIG IDEAS
WE ARE ALL CREATIVE
Creativity is one of our primary human capacities, and we use it everyday. And yet, too many of
us don’t think we are creative. We suspect this is because creativity has been over identified with
art making—at least in Western culture. Very early on, parents and teachers begin to identify the
“artistic” children and point them in the “creative” direction. The rest of us grow up to join the
great mass of adults who think we are not creative.
Creativity is simply the ability to think things up and make them happen. Cooking breakfast,
planting a garden, or coming up with a budget for an organisation are all creative acts. Most of us
express our creativity in large and small ways throughout the day.
Creativity, of course, also has to do with artistic expression, and we believe that each of us has a
birthright to express ourselves through the arts—without having to be good at it. In many
traditional cultures dance, song, music, visual art, and drama are woven into the fabric of
everyday life. Expressing ourselves creatively without trying to be perfect leads to a flow state.
As psychologist Rollo May put it, “Self-expression is most often accompanied by a feeling of
shimmering joy.”
YOU DON’T HAVE TO BE AN ARTIST TO USE THE ARTS IN YOUR WORK
You don’t have to be an experienced painter to use visual arts activities with youth or an
experienced actor to lead theater games. You don’t have to be an experienced writer to engage
young people in creative writing. All you need are some easy-to-lead activities and the courage to
present them. As you become proficient in leading arts-based activities, the enthusiastic response
from your participants will reinforce your desire to lead more. Before you know it, you will be
searching for more and more activities to add to your toolbox.
You also don’t have to worry about taking opportunities away from professional teaching artists
by working with the arts yourself. Quite the contrary, we’ve found that when teachers and youth
workers use arts-based practices themselves, they are more inclined to partner with teaching
artists. As one youth worker said, “After I started using the arts with my youth, I became less
intimidated by artists. I had more confidence in my own creativity, and I could speak their
language.”
WE ALL HAVE A VALID DESIRE TO BE SEEN AND HEARD
When we play with babies, what do we do? The baby smiles, we smile. The baby frowns, we
frown. As we mirror the baby’s actions, the feeling of love literally explodes in us and the baby is
bathed in love, connection, and validation. Studies show that babies who do not receive attention
eventually fail to thrive. As we grow older, we need to be seen and validated as well. The unheard
child or adult suffers and often either shuts down or acts out.
In arts-infused cultures people are seen and appreciated through their shared participation in the
arts. Through drumming, dancing, singing, or storytelling, everyone gets to be part of the game.
In Western cultures, however, performance is reserved for those who can play, sing, or dance
well. Performance is all about mastery and with that comes the heavy hand of judgment.
Certainly there is a place for fine art, but not at the exclusion of the participatory arts.
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When you encourage a young person to take a creative risk by making something up and sharing
it, you give them a chance to be seen and heard. The cycle of affirmation that develops through
taking risks and “performing,” builds self-confidence and the courage to put one’s voice out in
the world.
THE ARTS ARE THE DOORWAY TO THE INNER LIFE
“The aim of art is to represent not the outward appearance of things, but their inward
significance,” wrote Aristotle. When we engage in creative expression we enter the inner world of
imagination. It is in this inner realm that we make meaning of our lives. It is here that motivation
takes root helping us to make core decisions about our lives.
Young people are capable of profound thought and deep compassion. Creative expression—in a
judgment-free context—tills the soil. At arts/empowerment camps we often find that the most
broken youth flock to the art barn where they have the chance to express themselves privately. As
they make meaningful objects using paper and pastels, glue and magazine pictures, paints and
sparkles, it’s as if you can see their scattered inner selves move into coherence. As Karl Paulnak,
pianist and director of music at Boston Conservatory has said, “Music [and we would add all of
the arts] has a way of finding the big, invisible moving pieces inside our hearts and souls and
helping us figure out the position of things inside us.”
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A RECIPE FOR ENGAGING – IPC
We are often asked questions like: “How do I get youth to participate?” “How do I deal with
difficult participants?” or “How do I keep everyone engaged?” Our first suggestion is to use
activities that call on the imagination. Here is a basic model of group formation that informs what
to do at the start of a programme and what to return to whenever the group energy falls flat.
“IPC” stands for:

IMAGINATION
When you engage participants in an activity that invokes their imaginations, you are letting them
know that their whole selves are welcome—their personalities, their quirkiness, and their ideas.
This leads to P:
PARTICIPATION
When people’s imaginations are activated, they are simply more inclined to participate. This in
turn leads to C:
COMMITMENT
When people participate with their imaginations engaged, they tend to commit to the process or
the programme. Once participants are committed and fully involved, you are on well on your way
to success.
Keep the IPC model in mind during the course of your camp, class, or programme. Whenever the
group energy falls flat, move to an activity that brings in the imagination. This will reengage the
cycle of Imagination, Participation and Commitment.
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TIPS FOR FACILITATION
USE RHYTHM
We advocate starting your time together as a group with a shared rhythm activity. This gets
people out of their heads and into their bodies. Rhythm games have huge benefits in terms of
focusing energy and getting group members in synch with one other.
DETERMINE WAYS FOR THE GROUP TO GET QUIET
Having agreed-upon ways to get your group’s attention saves time and frustration and avoids the
need to yell over the crowd, which can be jarring for everyone. Here are a few effective methods.
 Raise your hand, close your mouth: Ask people to imagine they have a string attached to
their chin. When they hold the end of the string and raise their hand, it pulls their mouth
closed. When the leader raises his or her hand, everyone else does the same. Mouths
close and it’s quiet.
 If you can hear me, clap once: Call out in a loud voice: “If you can hear me, clap once.”
Some people will clap. “If you can hear me, clap two times.” More people will clap. “If
you can hear me, clap three times.” By this time everyone should be clapping. Be sure to
say, “Thank you,” and then move on.
 And a hush fell over the crowd: Call out to the group, “And a hush fell over the crowd!”
Everyone responds with a long, “Hushshshshshshshsh,” and then falls silent.
START WITH A BLANK PAGE
When leading activities, avoid giving participants prepared sheets with prescribed images to fill
in with their thoughts and feelings. Also avoid providing premade images like stickers for
decorating their work. The blank page can be intimidating for a moment, but the results will be
far more creative. We are ever surprised by the amazing art that even the most inexperienced
visual artists create.
STRUCTURE ACTIVITIES SO EVERYONE CAN TAKE CREATIVE RISKS
Whether through a theater game, a movement activity, or creative writing, when you give each
person a chance to take a risk and be seen and appreciated by the group, you set up a positive
energy that encourages further risk taking.
WARM THE GROUP UP SLOWLY
Start with an activity that gives participants a very non-threatening creative risk. Build your
sequence of activities so that you slowly increase the level of risk taking. By warming up the
group slowly, participants will feel freer and freer to express themselves as time goes on. If the
group energy falls flat, chances are you have increased the level of risk too quickly.

KEEP YOUR INTENTION IN MIND
Be clear about your intention when you choose activities. If you want the group to learn names,
for example, choose name games that use memory aids like rhythm, repetition, and associative
thinking. Practice identifying the benefits of each activity in your toolbox. You’ll then be able to
mix and match activities to achieve your goal at any particular time.
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ENGAGE THE BODY
Studies show that the optimum attention span is between 12 and 20 minutes. Youth are
conditioned in school to sit for very long periods of time. This leads them to drift off or act out.
Body movement decreases resistance and helps participants get out of their heads to contact
emotions and intuition.
USE MIRRORING
When you structure activities so that participants copy each other’s movements, two things
happen. Everyone gets to increase their movement vocabulary—possibly moving in ways they
never have before. And the person being copied gets the satisfaction of having his or her creative
idea reflected back by the group.
GIVE INSTRUCTIONS QUICKLY AND CLEARLY
Nothing will bog a group down more quickly than boring, drawn-out instructions. Give your
instructions clearly and quickly, assuming people will understand. Model whenever possible. If
they don’t get it, you’ll know. It’s good to get people in position to do the activity before giving
instructions.
TIP YOUR HAT TO RESISTANCE
Don’t assume everyone is going to be as enthusiastic about every activity as you may be. A good
way to cut through resistance is to tip your hat to it with words like, “I’ll admit this next activity
may sound really corny, but I’m just going to ask you to go along with it and try it out.” Once
resistance is recognized, people are more likely to let go of it.
VARY THE SIZE OF GROUPINGS
When doing a series of creative activities, move between whole group, circles of 8-10, groups of
3-4, and pairs. This changes up the energy and gives people lots of chances to participate. Shy
people may be more comfortable in the smaller groups, but once they get warmed up, they might
be ready to take a risk in front of the entire crowd.
PROVIDE OPPORTUNITIES TO PERFORM
Throughout your programme, find low-risk ways for participants to perform for each other. At the
first night of camps, for example, we ask “family” groups—reflections groups that meet over the
course of the week—to come up with a group name and cheer and perform it for the whole group.
It’s fun, not too scary, and gets everyone in the mode of taking risks and being seen.
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SETTING THE STAGE
The beginning is the most important part of any programme. If you start off well, you will likely
succeed. If you don’t, you’ll be making up for it throughout your programme. Your first task is to
create a safe atmosphere for your participants. Assume that they will be uncomfortable and that
you will need to gain their trust. Here are some things to keep in mind:
Prepare the space. When participants first walk into a workshop room, everything speaks to
them. Is the room messy and cold? Or is it warm and welcoming? Youth workers often have to
work in some very sketchy places, but with care and ingenuity, you can make the most uninviting
place welcoming. Begin by creating as much open space as you can. If you can move extra tables,
boxes, etc. out of the room, great. If not, see if you can stack them in an orderly way. This may
require some heavy lifting, but it is well worth it. Once you’ve cleared the space, clean it. A
freshly swept floor or carpet will make a big difference.
Make colourful signs: Include enough time to make colourful signs that point the way to the
room, identify the registration table, and welcome people. Colourful signs tell participants, “We
care about you.” To insure high quality signage, we ask for volunteers who consider themselves
to be good sign makers to take the lead. Once the signs are drawn, others can join in to add
colour. If youth arrive at a programme early, participating in the sign making will help them feel
comfortable and useful.
Place chairs in a circle: This lets people know that there will be equity in the group and a shared
sense of power.
Greet participants as they arrive: Introduce yourself right away and begin to get to know your
participants. This will make them feel valued and relaxed, and it will help counter any preprogramme jitters you may have.
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OPENING ARTS ACTIVITIES
CREATIVE NAMETAGS

10-15 minutes

Purpose: Icebreaker, imagination, creative risk
Materials: Card stock; glue or glue sticks; scissors; yarn or string; a variety of colourful
materials such as glitter, glitter glue, marking pens, oil pastels, crayons, feathers. If you don’t
have access to these materials, you can use old magazines, scraps of paper, leaves, sticks,
pencils—anything you can find.
Instructions: This activity is such an effective icebreaker that we use it at all of our trainings and
youth programmes. Invite participants to make a creative nametag using card stock and a variety
of materials. When the nametags are finished, punch two holes in them, thread some yarn or
string through, and hang around the neck. The nametag table is a place where people can begin
the process of getting to know each other through casual conversation.
Tips: Avoid using stickers and other pre-made images as they restrict the imagination.

NAME GAMES
PATTERNED NAME GAMES

10 min for group of 10

Purpose: learn names, relaxation, mirroring, creative risk
Instructions: Patterned name games are excellent for learning names because they include
repetition, rhythm, and body movement. In some versions they also include associative thinking,
another known memory aid. The instructions below lay out the basic pattern of the name game in
this case using rhythm.
Ask participants to form circles of 8—12 people. Have one person in each group volunteer to be
the leader (person A). Follow the circle around to the left.
Ask everyone to join you in the following 4 beat rhythm.
 Beat 1: slap knees with hands
 Beat 2: clap hands
 Beat 3: click right fingers
 Beat 4: click left fingers
Once you get the rhythm going, you play the name game as follows.





A says his name on the finger clicks
The group repeats his name on the next set of clicks
B says her name on the next set of finger clicks
The group repeats her name on the clicks
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The group then says A’s name on the clicks then B’s name on the clicks
C says his name on the clicks
The group repeats his name
The group then says A’s name, B’s name, C’s name
D says her name, etc.
Continue this pattern all the way around the circle.

Once you have completed the circle, you can go backwards around the circle saying each
person’s name once on the clicks. You can then mix the group up and go around the circle saying
each person’s name once on the clicks.
Variations: You can replace the rhythm with a variety of options. Here are a few ideas. You can
also make up your own. Follow the pattern outlined above.


Name and adjective: Each participant comes up with an adjective that starts with the
same sound as their first name. For example: Magnificent Michael or Shy Sherrie. The
leader starts by saying his adjective and name while making a physical movement. The
group repeats the participant’s adjective, name, and gesture, and that of each person that
follows.
 Name and gesture: The leader says her name and makes a physical gesture to go with it.
The group repeats her name and gesture, and that of each person that follows.
 Name, emotion, and gesture: The leader says his name, states an emotion he is feeling
and makes a shape to represent that emotion; the group repeats his name, feeling, and
gesture and that of each person that follows.
Tips: Be sure to demonstrate this activity through modeling. It’s goodhone person who
knows the activity in each circl
10 min for groups of 8-12
WALK INTO THE CIRCLE
Purpose: relaxation, mirroring, creative risk, learn names
Instructions: This is a good opening game because it decreases self-consciousness and generates
a lot of laughter. Begin by warning people that there is a part of this activity that might seem very
corny, but encourage them to get into it anyway. Model the activity by doing it yourself first. Be
sure to use a walk that is creative but fairly easy to copy.







Ask participants to form circles of 8-12 people.
The first person walks into the center of the circle doing a special walk she makes up.
The walk can be simple or fancy. An example would be skipping into the center. Once in
the center, the person looks around the entire circle and says, “Hi, my name is (name).”
She then returns to the edge of the circle doing her special walk.
The rest of the group then walks together into the center of the circle copying the walk
they just saw. Once in the center, they turn to the first participant, who is still standing at
the edge of the circle, and together say: “Hi (person’s name). You’re special!” They then
all return to the outside of the circle using the same walk.
Repeat this one at a time going around the circle to the left.

Tips: Yes, we know it sounds silly, but it turns out that people love this activity, so take a risk
yourself and give it a try.
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CREATIVE WRITING
Most young people love to write once they realize that writing can be relevant to their lives, and
once they learn some easy techniques to get the flow going. There are many ways to use creative
writing techniques to enhance your programmes. Some ideas include:
1. Conversation starters: Ask participants to do a free write on an issue before talking
about it in groups. This gets their ideas and emotions flowing so the group conversation
starts at a deeper level.
2. Idea generation: If you are working on a creative project such as coming up with a
performance, begin with everyone doing a free write and then sharing snippets of ideas
that come forward.
3. Sharing life experiences: You can lead an entire workshop by asking participants to
come up with a metaphor that represents their life, use that as a starter phrase for a free
write, and then sharing their work with one another.
4. Reflection: free writing at the end of an activity gives participants a chance to reflect on
what they have learned. The free writing helps uncover emotions and make sense of
seemingly random thoughts.
5. Visioning: free writing allows the imagination to fly in directions previously unexplored.
With the inner critic held at bay, people think new thoughts and come up with surprising
ideas.

METAPHORS

WRITING

“Our species thinks in metaphors and learns through stories,” wrote Mary Catherine Bateson. We
find that stating with metaphor is a sure way to delve deep with writing about our lives. Metaphor
is language that connects head and heart. It serves as a bridge between rational logic and emotion,
imagination and sensory experience. It is so fundamental to the way we think and make sense of
our lives that we are speaking in metaphor rich language.
The foundational rule for good writing is “show, don’t tell.” This means describe, for example,
how an emotion presents itself on the character’s face rather than tell us what the person is
feeling. Our imaginations will fill in the blanks. Similarly, if you ask someone to come up with a
metaphor for his life, the word picture he offers will present a holistic picture of his state of being.
Here’s an example from Charlie Murphy’s work as a teaching artist many years ago. To start off a
section on creative writing, he asked the youth to decorate covers for their journals. He was
particularly drawn to one young woman’s image: a delicate feather in the midst of thunder clouds.
When he asked her about it, she said, “The feather represents my heritage. I am Native American.
The clouds represent a windstorm. I am a feather in a windstorm!” Such a powerful metaphor to
represent her life.
We often ask youth to come up with metaphors that represents their live to use as starter phrases
for free writing. Rather than go into textbook definitions of metaphor, we share images created by
other youth. Some favorite include:




I’m a feather in a windstorm
I’m a car in 5th gear with the parking brake on
Inside me is a stadium with 10,000 people ready to stand up and cheer
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After sharing the metaphors, we ask each person to come up with their own. We encourage them
to think of nature as a library of metaphors. We remind them that they don’t have to come up with
the perfect metaphor. Anything that is meaningful will do. With a little encouragement, everyone
can come up with a metaphor. One boy in a writing workshop had a very hard time connecting
with people. When we helped him with his metaphor he stomped his foot and said, “I don’t have
any ideas, I’m just a single leaf on a tree.” And that was it, the perfect metaphor.

FREE-WRITING

5-10 minutes

Purpose: connect voice to writing, make writing easy, uncover thoughts
Instructions: We introduce free-writing as an activity that all kinds of people use to get the flow
going, from best selling authors to people who can barely write.












Ask participants to imagine that as they write, their thoughts are streaming like a river
from their mind, down their arm and through the pen onto the page. Their job is simply to
record the thoughts as they hit the page and to keep their pen moving the entire time. If
they come to a stop, they are to simply write whatever they are thinking. For example, “I
don’t know what to say, and this is frustrating.” By continuing to commit themselves to
the page, the door will open to the next thought and off they will go. This is the stream of
consciousness piece.
The timed part means you will be telling them when to start and timing them for 5
minutes (or so) and then telling them to stop.
Tell participants that they don’t have to worry about spelling or grammar. Their entire
piece might be one long sentence or it might be all chopped up. It doesn’t matter.
Whatever comes out is right.
They are not to reread as they are writing or to cross out anything, just go with the flow.
It’s also ok to use a mix of languages or to completely write in their native tongue.
Encourage them to imagine their pen is a paintbrush that is painting images and
descriptions on the page. Invite them to take some risks with their writing.
Assure them that this writing is for themselves. They won’t be required to read their
entire piece to anyone.
Let them know that it’s hard to do this wrong. They just have to look down at their hand.
If it’s moving, they’re doing it right.
Say, “Ready, set, go…” and off you go.
Give them a 30 second warning before you bring the writing to a close.

Tips: Be sure to remember to tell them that spelling and grammar is not important and that they
won’t be reading their entire piece to anyone.

GROUP POEM & PERFORMANCE

40 minutes or more

Purpose: team building, creative expression, personal presence
Materials: paper, pens, tape, materials to use in a performance like scarves and percussion
instruments
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Instructions: This activity can be used to explore a theme. It can also be used as an evening
activity for a large group. Begin by asking everyone to generate a metaphor on a theme that you
identify. It could be a metaphor that represents your life as a 15-year-old, your life as a youth
worker or teacher or a social change agent; your relationship to your creativity. Whatever theme
fits the group.











Once everyone has come up with a metaphor, ask for volunteers to write the metaphors
on chart paper as each person says their metaphor out loud. If some people don’t have
metaphors, catch them the second time around the circle.
Once all the metaphors are written on the chart paper, break into groups of 4 or 5 people.
Now each group has to choose one metaphor that each person in their small group will
use as the starter phrase for free writing. Once a group has chosen their metaphor, each
person in the group writes that metaphor at the top of a blank piece of paper.
The next step is for everyone to do a free write for about five minutes using the metaphor
as a prompt. Describe the free writing as a process of peeling an onion getting to deeper
levels of meaning relating to their metaphor.
When the writing is complete, ask everyone to read through their writing and underline 2
or 3 phrases that they like for some reason. It might be the sound of the words or the
meaning or something else.
Pass out strips of paper to each group, and each person writes their underlined phrases on
separate strips.
Your next step, you say, is to put all of the strips in your group together and form them
into a poem.
Once, the poem is together, let them know that their final task is to come up with a way
to perform the poem for the rest of the group. They are to use at least three art forms.
This can include reading the poem, improvisational dance or movement, percussion,
vocal sound, visual arts plus more.
Set up a performance space and be prepared to be surprised!

Tips: People love this activity. They are generally very proud of the poems they come up with
and have fun with the performance. We often tell people to remember that this is a quick and
dirty performance, no big deal. At the same time, we ask them to act as if they have been
rehearsing for 6 months and this is their big debut.
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MOVEMENT ACTIVITIES
DANCE CIRCLE

5-15 minutes

Purpose: imagination, rhythm, creative risk, mirroring, leading
Instructions: This game is a great opening or closing activity. It uncovers the hidden dance
talents of some participants, gives others a chance to increase their comfort with dance, and gives
everyone the opportunity to take the lead. We have led dance circles with as few as 5 people and
as many as 125.
 Ask the group to form one circle.
 Tell the group you will be putting on some danceable music and you’d like someone to
volunteer to be the first leader.
 Once the music gets going, person A will lead a repetitive dance move for 10-15 seconds.
Everyone in the circle will join in with the same dance move.
 A then passes the leadership to the person directly to her right (B). B comes up with a
new dance move that he leads for 10-15 seconds and then passes the leadership on to C.
 The leadership passes around the circle until everyone has had a chance to lead.
Tips: Some people will be very uncomfortable when you say everyone is going to lead a dance
step. It’s important to let people know that they can lead something as simple as waving their
hands to the music right and left. They just need to do it as if they think it’s the best dance move
in the world.

Additional Resources
Please visit PYE’s website for song and rhythm videos and other additional resources at
www.pyeglobal.org!
‘Catch the Fire’ by Peggy Taylor and Charlie Murphy
is available from www.amazon.co.uk
1

Chapter 15, p 246 ‘Catch the Fire’ by Peggy Taylor and Charlie Murphy, New Society Publishers (2014)
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Instead of Prologue
Accepting addiction as basically the abolishment of person’s free will and
emotional expression, requires that we recognize detoxification as the complete
liberation of the person’s emotions, critical judgement and thought.
Facing the body and the soul as the two ingredients of human nature, gives
addiction a psychobiological character, emphasizing the need for the
psychosomatic distancing from it.
The need for the body to participate in the rehabilitation process demands
respecting several functions of nature (rhythm, periodicity etc.). As a result, nonverbal communication becomes a basic element in rehabilitation.
Non-verbal communication, either using the bodily expression, or the
imagination, helps the person to express himself/herself freely, liberating
him/her from the censorship of reasoning.
Expression through rhythm – and especially through percussion instrumentsemerges as an especially efficient “therapeutic” process. While however
dependence is a personal choice, rehabilitation is a team effort. Thus, the
implementation of “therapeutic” groups of expression through rhythm should be
part of a broader rehabilitation plan for reformation of the relationships of the
dependent person with the others. The ‘ARGO” program of alternative treatment
of addicted people is a context like the one described above.
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FIRST SECTION
Addiction – Addicted – Rehabilitation
What is Addiction?
Every effort to define Addiction in a clear manner goes under continuous
doubting, since there are severe contradictions as content and also wording is
concerned. Several people confuse addiction with the use (even occasionally) or
the misuse of an addictive factor. Some people think it is totally synonymous to
addiction from addictive substances. Others articulate it in a philological way
while others in a more scientific way.
There is an analogy with the effort to justify the phenomenon of addiction.
Several researchers differently viewing the subject have at several points in time
suggested theories and opinions, which caused intense disagreements, because
every researcher supported his own “causational views”, emphasizing genetic,
biological, psychological or social factors (Liappas, 1991). These disagreements
led to a dead end which was called “causational chauvinism” (Miller, 1980). This
situation has significantly changed. It is now supported that “a new balance point
should be found on a subject where multiple and different levels of possible
interpretation play a significant role” (Farey, 1977).
A simple but at the same time comprehensive interpretation, defines that
“addiction” is about an extreme binding relationship between the person and a
substance, an activity or another person, which the person, although recognizes
it as harmful and wants to interrupt, however he is unable to succeed on this. At
the level of emotional balance and psychological economy (and exclusively at
this), it is equally harmful for a person to be addicted to his job and the wealth
coming from it as it is alcohol. It is equally devastating for a woman to have an
affair with a man who insults here, humiliates her, but she is unable to get out of
this relationship, to a woman who is addicted to a substance. Significant
differences among addictions exist only at the level of legality, cost or social
acceptance. The addictive factor therefore, is not of major concern to us. What is
of major concern is the addiction itself – as a destroying problem or
phenomenon. Addiction to illegal substances is of course the most extreme and
destroying type of them, because it connects the use of an illegal addictive
substance to offense, marginalization, serving organized crime, and biological
poverty.
Addiction does not characterize somebody personally. It characterizes him at the
level of his relationships with others in a specific social context. It is about the
lack of ability to form solid and satisfying relationships with the self and the
others, which then leads to forced use of addictive factors (alcohol, internet,
opium, etc.) aiming at a replenishment of this deficiency. Addiction emerges as a
false choice ‘running away from the problems of everyday life”. At a specific
moment in time, under the effect of unknown factors usually, social, family and
personal characteristics and difficulties, leading the person to a social and
emotional dysfunction, which is reflected as a continuous difficulty in
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relationships. This creates unbearable sense deficiencies. In his effort to avoid
them, he chooses the use of addictive elements as an efficient method. The final
result is the lack of freedom in his will and his emotional expression. It is
basically the expression of a personal, family and social dysfunction with broad
and deep financial, legal and “therapeutic extensions”. The way to this is a long0term dynamic process, personalized for each addicted person. Several esoteric,
interpersonal and environmental factors affect how each addicted person
changes in time.
Addiction cannot be considered as illness with the classical meaning of the term.
Despite that it contains elements of illness, it becomes enriched and is affected
by a plethora of heterogeneous personal, family, social, cultural, political and
economic factors, which negate the classical meaning of the terms “illness”,
“disease”, “malady”. Every pathological situation connected with addiction is a
result and not its cause (for example alcoholism leads to a series of serious
illnesses, without being an illness itself). Neither is it a problem of heredity,
since nobody can be fully “cured” , while there are million of people who
managed to rehabilitate.
Addictions as personal and social activity can be historically traced thousands of
years ago. The hedonistic use of addictive substances, alcoholism, gambling, in
some cases obtained a figure of “ethnic habit” for some ethnicities, which
however developed and produced civilization, without this habit becoming a
barrier to their development. The mutation of addiction to an social problem to
be avoided is a product of economic development and social changes. Massive
industrial production in combination with the violent relocation of populations,
the colonialism, wars, the abolishment of traditional types of producing, the
unequal allocation of money, the inclusion of women and the underage in the
work force, comprise a series of parameters that changed social structure and
created the conditions for the formation of a destructive picture of addictions.
Apart from the alteration in the family structure and function or the existing
difficulties in communication among family members, the person today
experiences the gradual destruction of nature, the increase of desires at a higher
level than needs, the difficulty in emotional contacts, the rise of the constructed
over the natural, the encouragement of overconsumption and wealth. In its effort
to cover its weaknesses, society comes up with complex educational systems,
which are also serving the aims of personal or collective profit. Technical
evolution is indifferent to peoples’ real needs and future. The dynasty of mass
media disdains the role of pedagogy. The shrinking of ideas nowadays, in
combination with the weak presence of social fights, tiredness, the compromise
and assimilation of people by a system which strongly believes in the value of
money, combined with the useless sacrifices of the young people, do not
guarantee that a better world will evolve, mainly at the level of professional
engagement. The lack of analogy between young people’s efforts to obtain the
necessary qualifications for their future social – economic success and the
retroactive reward of their efforts, creates lack of faith towards the sincere aims
of society and the state, abolishes their future goals, poisons their enthusiasm, by
drawing a dark perspective of life and fostering a tendency to nullification.
Poverty, exploitation, refugee and ecological crisis, economic disruptions, the
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inequality and violence compose a landscape for the evolution of criminal,
addictive and anti-social behaviors (Edwards Griffith, 2010 – OHE 2014 Annual
Report).
The problem of addictions is emerging more as an unfortunate evolution of the
course of our civilization as a whole rather than as a result of the way society is
organized at a local, ethnic or worldwide level. (Jean Bergeret, 1982). It is natural
for the addicted person to react to his socio-political environment with
behaviors that are analogous to this environment.
Facing such difficulties, the persons who are not equipped with sufficient
psychological strengths, are unable to react meaningfully and efficiently to the
existent circumstances, leading themselves to a series of pseudo-revolutions and
finally to marginalization. They develop the belief that happiness can be a
product of external and magic forces, therefore they become dependent from
them.
However, uncritically accepting the view that the personality of the addicted
person is a natural consequence of the imperfections and the negative
characteristics of a specific view or function of society, may lead to the
legalization of the addicted person’s choices, as elements of an ideological
discourse to the prevalent social system which will designate him to a “social
rebel”.
Who is the Addicted?
Humans have the ability to note, recall and compose knowledge or experiences,
forming efficient behaviors for their adjustment. Under the effect of social and
genetic factors, they are led to forming a system of values, trends, desires,
moods, and behaviors that are unique to each person and comprise their
personality. The behavior schemata are gradually developed through process of
psychobiological and biosocial maturation.
Emotional problems that relate with somebody’s personality and are probably
related to genetic factors or influences that he had during his childhood, seem to
play an important role to the formation of a future addicted person (Madden,
1979). Investigating the likely existence of a “addictive type of personality”
contributed a little to better understanding the problem (Hofman 1983). Many
researchers connected addiction with psychological, family and social factors,
which influenced the person’s childhood. Most studies of this type are based on
material coming from addicted persons’ self-evaluations of a retroactive type or
on the results of psychometric tests of personality (Nerviano - Gross 1983,
Gossop - Eywenck 1980). International literature of the subject support the
existence of disruptions in the addicted person, which are due to their low selfesteem, rejection by their family, school failure, lack of plans for the future, antisocial behavior, illegal way of life and seem to play an important role in addiction
(Bukstein 1989 – Gandossy 1980). The unanswered question that usually
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emerges is which of these behaviors pre-exist and which are the result of
addiction.
The addicted is a person who, unable to face difficulties or deal with painful
emotions, tries to avoid them. These however are ingredients of his everyday life,
of his subjective reality that he is not, unfortunately, capable of changing. Thus,
the only solution remaining according to his belief, is to step into a virtual world
offered to him willingly by several addictive factors. The addicted person has an
irresistible desire to come in contact with the addictive factor, although he
recognizes the harmful effects of this contact. A contact that most of the times is
an effort to get rid of painful emotions of grief, anxiety, disappointment, guilds.
The addicted person is mainly a victim who experiences his destructive passion
and his marginalization, combined with social analgesia and the state. These
conditions lead him to marginalization and to his conscious apathy for his
everyday needs.
What is Rehabilitation
Rehabilitation consists of change in the way one communicates, which leads the
person who has successfully gone through rehabilitation to a context of “healthy”
relationships, which overturns previous relationships that characterized him in
the context of addiction. Rehabilitation mainly consists of a combination of
changes of the ex-addicted at several levels. His abilities for expression and
communication change. These lead to changes in these relationships with his
environment. Relationships which consequently create the necessary
possibilities that will lead him to function as “a free person”. Rehabilitation may
be considered as a timeless dynamic process of attracting the person away from
the compulsion of substance use to the freedom of will, to judgment and
emotion. This is a process consisting of several consulting, supporting,
corrective, ”therapeutic” and other functions.
The rehabilitation effort as a whole aims at the restructuring of behavior (change
of views on life and behaviors) of the addicted person, at supporting his social
skills at educating him in the use of his free time, at the use of alternative ways of
expression and communication (bodily or non-verbal), at the recognition of the
psychobiological aspect of addiction, therefore at the recognition of the need to
go away from it at a psychophysical level. At cooperating with the family and the
“special” others and finally at the beginning of efforts for social inclusion and
professional rehabilitation.
Rehabilitation means a complete change in viewing life by the addicted person at
all levels and manifestations. Types of amusement, entertainment venues, ways
of communicating, choices in dressing, friends and behaviors have to be
replaced, otherwise the rehabilitation process will remain incomplete, limiting
itself only to interruption of use of the addictive factor. The addicted person’s
life, as any other person’s life, can be compared with a puzzle. A puzzle that
depicts the subjective reality of his life. A puzzle that consists of a specific
number of tiles which represent objective or subjective characteristics of his life
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(family atmosphere, personal data, parental models, financial situation,
education, work, emotions etc.). If we accept that one of the central and biggest
tiles is the one that represents the person’s addiction, we understand that the
removal of it without any other change of the whole picture of his life, is just the
interruption of use of the addictive factor, creating a –hard to replace- emotional
gap. The need for forming a different view on life, means mixing up the tiles,
others of which will be replaced, others will remain and others will be obtained,
always with the person’s approval.
Non-Verbal Communication
Communication is often identified with speech. The biggest part of
communicating, however, is realized without the use of words. With the nonverbal communication, which is a significant part of our everyday life, every
person separately has his own way of sending and receiving non-verbal
messages (Theodorakis et at., 1998). Non-verbal communication is an action
talking louder than words (Pease, 1991). From a message, people perceive
verbally only 7% of its meaning, will the rest 93% is being perceived nonverbally. Only 35% of our social interactions is materialized verbally, while the
rest 65% non-verbally (Birdwhistell). Most researchers today agree that the
biggest part of communication is taking place non-verbally, thus recognizing the
important role that it plays in developing and continuation of relationships
(Pease, 1991).
While with the verbal messages what is transmitted is basically “some” content,
non-verbal communication expresses and transmits emotions, attitudes, habits,
beliefs and experience, that are very difficult to express with words (Argyle,
1975). This is very important, if we consider the peculiar and special code of
communication of the addicted people, which they use among them but also with
their contacts with the social structure. Addicted people “say a lot”, often without
content and aiming at gaining as much as possible with the least possible cost.
On the contrary, their meaningful communication is materialized basically nonverbally.
The venues of non-verbal communication are the body posture, body contact, the
use of space, in all of which the body is a common ingredient. (Hargie & Marshall,
1983). The non-verbal communication is comprised by the “Body Language”
(wherever this plays an important role) and also the “Imagery” (D. Kotsakis,
2008).
A characteristic form of such a non-verbal expression – which also has peculiar
“therapeutic” effects, is the expression through Music and especially through a
specific ingredient, the one of “Rhythm”.
Music therapy as well as drama-therapy are therapeutic treatment modalities.
Both music and drama are art forms that have “therapeutic” value apart from
their pedagogical value. Music therapy uses movement, rhythm, the body, the
voice (even painting, colors, clay etc.). Generally these are means that “the
person under treatment is not afraid of”, because they cannot react and therefore
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can be used in any way he likes. Ingredients in music therapy are harmony,
rhythm, motion, time (contained in rhythm) (Eudokimou – Papageorgiou, 1999).
Music is a sequence of sounds. Sound gives birth to pictures that can be
dramatized. Music is not conceived through reasoning, but it is experienced. This
way, it helps the emergence of the most original human part, without censorship
from the conscious and reasoning. (Papageorgiou, 1999). In music, the body and
the voice are set into motion and at the beginning they vibrate at personal selffrequencies. Sound has the characteristic of self-frequency and frequency has the
ability to coordinate with personal frequency, the frequency of every individual
(Eudokimou – Papageorgiou, 1999).
Music, the universe, and man get together at one point outside sound or symbol.
This point is rhythm. The word “rhythm” contains the concept of continuous
motion and the concept of periodicity, repetition. We see such characteristics
also in nature (the interchange of day and night, interchange of seasons), periods
that repeat rhythmically and are similar, but never the same. This is the reason
why rhythmic phenomena cannot be conceived through the brain, but need to be
experienced. Rhythm is a substance of life itself. The ability to create musical
sounds and rhythm is immediately related with the emotional and body control.
Consequently, the presence of rhythm in a group “therapeutic“ process is a
positive element, where flow and periodicity in motion or in speech are
prominent, provided that it helps the group to adjust to a rhythm of its own and
develop a sense of belonging (Eudokimou-Papageorgiou, 1999).
Music improvisation is considered an important “therapeutic tool” (Miller,
2001), which can facilitate verbal and non-verbal communication. It releases
emotional expression and leads to a diminished feeling of alienation, leading to
improved self-appreciation and creating an increased feeling of acceptance from
the group (Gallagher & Steele, 2002; Ghetti, 2004; Scovel & Gardstrom 2002,
Winkelman, 2003), while at the same time it offers the opportunity to investigate
and deal with non-flexible behaviors in the context of a safe environment
(Dijkstra & Hakvoort, 2004; Smeijsters, 1993, 2005).
Furthermore, music improvisation in therapy, helps the energizing and the
promotion of the effective functioning of communication abilities (neuro-psychobiological abilities) (Pavlicevic 2000, Pavlicevic & Ansdell 2008, Stige 2002
Trevarthen & Malloch 2000), while at the same time it facilitates the
reconstruction of social identity (Stern, 2004).
Percussion groups have been a therapeutic practice in many civilizations and
rehabilitation programs, and have lately been included as an additional form of
“therapy” (Friedman, 2001; Gallagher, 1998; Mikenas, 1999). Research studies
have shown that strike on percussion has a psychosomatic effect, improving and
energizing the sense of coordination, verbal and non-verbal communication. It
also aids the improvement of social relationships and emotional learning
(Winkelman, 2003).
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Several music therapists have underlined the ability of the percussion group to
create pleasant experiences, to facilitate the liberation of emotional trauma,
diminishing selfishness and alienation, feelings of violence and conflict through
self-expression and the experience of emotions without using substances,
building relationships of trust, and promoting models of behavior that facilitate
the rehabilitation process (Winkelman, 2003).
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SECOND SECTION
The rhythm expression group in the “ARGO” Program
The Program of Alternative Treatment of Addicted People “ARGO” is an open,
free and substance-free drug addiction rehabilitation program.
It operates daily except weekends and its members have the opportunity to
work, receive training and manage their free time.
There are several groups with different content operating in the community.
Psychotherapeutic groups, experiential groups, groups of scheduling and
managing free time, art craft workshops, groups of non-verbal communication,
athletic groups.
ARGO created the rhythm expression group aiming at forming a means for
expression, communication and creation.
Percussion instruments were chosen (and not other musical instruments),
because rhythm is a phenomenon connected with human existence. It exists in
space and time. From the fetal period we come in contact with the heartbeats of
our mothers and when we come to birth and then grow up, rhythm is around us
in our everyday life. It is a characteristic of bodily expression, verbal (poetry,
song) and non-verbal communication (movement, dance) and helps the
expression of emotions free from the restraints of reasoning.
This specific group tries to strengthen the potential that its members have for
non-verbal communication, on the basis that the contact with the percussion
instruments of the people going through rehabilitation and this specific form of
expression, could become a significant means in the rehabilitation process.
Connection of the group with the function and general principles of the
Program
The percussion group function as an inseparable part of the Program, connecting
the function and the content of it with the philosophy and the ideology,
motivating its members to get active and not become passive receivers of the
whole process.
Facilitators function on the role of “suggesting” rather than “teaching” or “giving
orders”. They try to be in an open dialogue with their members on how they will
organize the function and content of the group. This way they learn to relate with
others, in a context were the basic principles of the Program, the principles of
“the freedom of the person” instead of the self-centered, the principles of
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collectivity and not the centralization, and creativity oriented not only at an
aesthetic result but also at a journey of interest, participation and cooperation.
Therefore, our goal for the members of ARGO is to conquer their personal
freedom through collectivity, to be creative in their personal, professional and
social life.
Percussion as a group of choice
During their stay in the therapeutic community, members have the opportunity
to seek participation in one of the three groups: percussion, radio station and
“Black Theatre”. The basic goal is to activate them - depending on the group that
they will choose- to develop creative expression and communication. Thus, in a
more free and comfortable environment where the therapeutic tools are drama,
radio, and percussion, particular elements emerge which characterize the
members of the group, and which are consequently used in order to support
their rehabilitation efforts.
The Percussion group of ARGO was created in 2007, aspiring to become a means
of expression creativity, communication. It consists of 8-12 persons.
Space – Time
It operates in a special room with sound insulation and several percussion
instruments. It takes place once a week and lasts for 90’ minutes.
The goals of the group are the following:















Developing a sense of belonging to a team and creating the prerequisites
for connecting with self and others
Developing the ability for verbal and non-verbal communication
Diminishing egocentricity and alienation
Developing the ability for self-expression
Developing self-confidence
Developing bodily and emotional perception
Expressing suppressed feelings
Promoting emotional health through releasing unpleasant emotions
Developing respect, participation and interpersonal relationships
Diminishing stress
Identifying personal characteristics such as insecurity, selfishness,
tension etc.
Feeling accepted, realize the way to communicate with others, set
common goals and cooperate for succeeding them
Exposing oneself through participation in a social event or festival.
Connecting with emotions that may be unprecedented, for example
acceptance, recognition, creative stress.
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Structure
At the time that the group is created, members are invited to express the attitude
with which they join the group, because an emotional tension may have been
created from previous therapeutic processes.
Initially, warm-up activities are suggested, which include rhythmic games with
or without percussion. After that, group members sit in a circle (see figure). They
choose the percussion instrument with which they feel comfortable to express
themselves, from a variety of instruments that include hand drums, congas,
djembes, darabuks, maracas, xylophones, tambourines, bells, cabasas, jingledrums.
Basic guidelines are given without specific technical details. It is important that
group members use the percussion instruments, especially at the beginning, in a
simple manner just to feel that they can manage it.

At the end of each session, special time is given so that difficulties, questions,
problems, ideas and emotions can be expressed. A short feedback is given on the
group process but also on each individual personally. It is important that each
member group can express if he is satisfied with the way he functioned, whether
he had difficulties with himself or the others. Facilitators help so that group
members can make connections between what they express and their drug
addiction rehabilitation effort as a whole.
The two basic axes on which the group functions are the following:
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Improvisation activities






Facilitators ask the participants to show how they feel by playing
spontaneously. They encourage them to improvise. Every group member
is free to “talk” in a rhythmic way. Nobody leads, orients or tries to teach
the rest of the group but tries to express himself, on a personal basis first,
aiming at some point to meet the rhythms of the rest of the group, and
join them in a coordinated rhythmic effect. The activities can take the
form of a rhythmic ostinato (stable repeated rhythm pattern or phrase),
with variations in dynamics and rhythm. They can extend to rhythm
dialogues inside the group with questions and answers. Thus the group is
getting active in creating improvisatory rhythms that give them a sense of
success and completion.
Except from rhythm improvisation, another activity suggested is a sound
“journey” where members of the group are called to create sounds any
way they can think of (verbally and non-verbally), having their eyes
closed, by using their body or anything existing around them. They are
called to let their imagination free to create images, to travel through
sounds created by them. The result is very impressive because every time
the group creates different ‘roads’ and chooses when and in which way it
will stop. The activity starts from complete silence and ends with
complete silence.
A favorite activity is the “storm”. Group members use percussion to show
how the storm starts, how it reaches a peak, and how it ends. The
facilitator tells the story of the storm by giving some guidelines at the
beginning about how the storm evolves and the group tries to see the
whole process with the eyes of their imagination; the way it begins with
wind which gets stronger, the first rain drops which gradually become
heavy rain, lightnings and thunders, reaching its peak. This is a very good
exercise for the expression of tension, anger and generally intense
feelings. The group decides when they will start to gradually diminish the
tension of the storm, until it completely ends. We mainly use percussion
with membranes, gongs and plates. We suggest that group members keep
their eyes closed so that they concentrate more on the senses of hearing,
touching and on whatever thoughts, images and emotions these create.

Structured activities with rhythm patterns
The second level is based on rhythm phrases which are short and very
structured. Every group members has a pre-defined rhythm pattern
corresponding to the percussion instrument that he plays, and which is part of a
larger structured rhythm pattern where everyone has his role. Somebody is
usually assigned to be the leader – maestro, who has the main role and can
function in an improvisatory way into the already structured rhythm patterns or
even to show the way to the next part of the music piece. Sometimes, group
members who know how to play a music instrument can get in and enrich the
creative product.
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After members manage to express themselves and communicate with each other,
they are called to create rhythms. This process offers them the opportunity to get
out of the introversion of drug use and motivates them to get over the difficulty
of communication and exposure in front of a larger group, wherever and
whenever it is needed.
Coordination
Sessions are organized on the basis of the Non-Directive Intervention model
(Non-Directivite Intervenante). This is about the theory of understanding human
functions on a psychological, institutional and social level while at the same time
it is a method of facilitating the learning and development process. It refers to
processes of life, pedagogy and education, as well as processes of problem
management and psychotherapy.
Facilitators are knowledgeable of the rehabilitation process and the
characteristics of the addicted people and have been practically and
experientially trained in using percussion.
Their role concentrates on facilitating and encouraging the group, on
strengthening motivation for creative expression and formation of the
appropriate atmosphere where participants are motivated to develop initiatives
and suggestions. This way, the group has the opportunity to contribute to the
process with facilitators coming in instead of leading the process. Facilitators
also encourage group members to present their creation to the whole group.
This whole process gives motives not only for psychological and emotional relief
through percussion, but also for creative expression and communication. In the
context of the group, each member learns how to communicated using
percussion as a means – without talking - , to listen and to coordinate with the
rest of the group, to cooperate and create.
Evaluation of the group
Upon completion of the participation in the percussion group, what we ask for is
for group members to have the ability to identify their personal characteristics
(like selfishness, insecurity etc.), to feel accepted, to know the way to
communicate with others, to set common goals and collaborate for succeeding
them, to get over the fear of exposing themselves and their creative work in front
of an audience. The group also tries to give participants the opportunity to come
in contact with feelings of creative anxiety, acceptance and recognition.
The following phrases are indicative of this evaluation process for the group.
 “I could never believe I could make it!”
 “I liked our working together so much!”
 “I could not believe I could present in front of an audience!”
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“I felt that since I was able to do this, I could also manage other things in
my life!”
“I discovered one more thing that makes me feel nice!”
“Although I believe we could have gone better, I had a great time!”
“I would very much like to do it again!”
“I could express things for myself without realizing it”

During all these years working with percussion groups, what we have noticed is
that the people participating seemed to understand the value of expressing
emotions, thoughts and ideas in an atmosphere of acceptance and collaboration.
Both during their participation and also while graduating from the group, group
members expressed that what helped them get over the difficulty of dealing with
something they did not know, was the freedom and the acceptance given by the
group. There was tension and disturbance many times, when some group
members were unable to coordinate with the group or were playing out of
rhythm on their percussion, thus creating noise or fuse. At the first stage, this
caused the group to give negative judgements. The perception however that this
was not helpful for the people under criticism but also for the group, caused the
group’s change of attitude so that they could give some “space” to those who
were struggling. This was the way that a climate of collaboration was developed
in the group which led to the group’s self-definition and self-regulation.
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THIRD SECTION
What is the “ARGO” Program of Alternative Treatment for Addicted People
The Program of Alternative Treatment for Addicted People “ARGO” is a
substance-free open non-residential therapeutic program. It belongs to the
National Health System of Greece and specifically to the General Hospital of
Thessaloniki “G. Papanikolaou” - Unit of Psychiatric Hospital of Thessaloniki. It
deals with addictions from any legal or illegal substance and offers its services to
people who have completed their 18th year of life.







It is the first non-residential therapeutic program which operated in the
town of Thessaloniki, in May of 1989.
It satisfies the prerequisites of Law 2161/93 article 6, according to which
a program is approved as a rehabilitation program (approval by the
Administrative Council of OKANA and approval by the Ministry of Health)
It covers the area from Larisa to the municipalities of Serres and Kavala.
It offers its services free-of-charge.
It offers its services without discriminating on the basis of race, gender,
ethnicity, sexual orientation, body or mental dysfunction, political or
religious beliefs, financial and legal status.
It is a substance-free program. In ARGO there is not substitute substances
given throughout the whole therapeutic process. The addicted person is
not a patient, but a person who is encouraged to become responsible, to
adopt a new way of life and behavior, as well as a new value system
aiming at a new life, free of any addiction.

The Program of Alternative Treatment for Addicted People “ARGO” is
characterized by a new philosophy on therapy, the profile and content of which
is also recognized abroad. It is a member of the European Federation of
Therapeutic Communities (EFTC) and of Ecett Program, which as the European
evaluator of “best practices” in addiction, has evaluated the vast majority of the
therapeutic groups which take place in the context of the program, as excellent.
It is also member of the European database for best practices named “Exchange
of Drug Demand Reduction Action” EDDRA of the European Monitoring Centre
for Drugs and Drug Addiction” (EMCCDA).
The ARGO program is highly estimated abroad (it has been twinned with the
programs of Herzogsagmuhle and Hauς Rohling in Bavaria, providing the last six
years training for dealing with addiction to the staff of such programs). It is also
highly estimated in the context of the country. It is not by chance that during the
last few years, all activities approved by the National Agency of Scholarships
(IKY) related to actions of ERASMUS and Leonardo Da Vinci in the Psychiatric
Hospital of Thessaloniki, were all about the programs of ARGO.
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Addiction – Rehabilitation
In the Program of Alternative Treatment for Addicted People “ARGO” , we do not
recognize addiction as illness or as an individual characteristic. To us, the basic
characteristic of addiction is the submission of free will and emotion to the
addictive substance which represents the lack of personal abilities for successful
relationships. Therefore addiction does not characterize somebody at a personal
level, but holistically concerns his relationships with “self” and “others” in a
social space.
Rehabilitation is about attracting the person from the lack of freedom of will and
emotion to the complete liberation of emotional expression and ability to judge.
Rehabilitation is about changing the way to communicate, which leads to a
different context of “healthy” relationships which overturns previous addictive
relationships.
More analytically, rehabilitation is the result of change in the following four
levels:
1. Change of relationships in the social context where the person belongs to.
2. Consequent changes in his personal ability for expression and
communication
3. Consequent changes in his physical and social objective capabilities of his
social context
4. Harmonic development of abilities – capabilities for creating relationships
that allow his functioning as a “free person”
General Principles of ARGO
The Alternative Therapeutic Program for Dependent Individuals “ARGO” Is a
self-defined program. The basic principles of self-determination are self-efficacy
and autonomy.
Self-determination is about the free will of the members and the personnel of the
program to participate in the therapeutic procedures or get away from it.
Autonomy is the freedom of the therapeutic program to establish its own
regulation.
While the program is part of a larger hierarchical context of administration, it
has adopted its own group-centered system for horizontal internal operation
securing the equality among its members. Staff members define the goals, the
aims, the actions deciding unanimously if possible or in any case based on
majority of vote, and take the responsibility to put in action whatever is decided.
The scientific autonomy of personnel is similarly protected, while the
strengthening of the collective goals is also secured additionally through the
external supervision – the group forms the rehabilitation structure and the
therapists – facilitators adopt their scientific expertise or their experiential
knowledge to it through the process of external supervision.
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Philosophy – Therapeutic Goals of ARGO
The philosophy of the program is based on three foundational principles: free
will, community, and creativity.
The person’s free will is the free, without compulsion meeting with the other.
The person’s free will is not a personal characteristic, but can only be achieved
within a collective community framework.
Community offers the social terms of facilitating the person’s free will.
Creativity exists towards the person’s freedom and collective community
framework, in all aspects of life, with an emphasis on personal life and work.
According to this aspect,
 Personal freedom is a goal
 Collectivity is a pre-requisite
 Creativity is the means for achieving rehabilitation

The Operational Spirit of ARGO
The operation of the Program according to its basic principles, is diepetai by the
spirit defined by:
 Relationships of equality
 Collaboration (collectivity)
 Self-initiative (creativity)
 Responsibility
By taking responsibility in the spirit of equal relationships, collaboration and
self-initiative according to the foundational principles of freedom of person,
collectivity and creativity, a series of rules is set for the Community. Through
these rules, phenomena like “selfishness” and “totalitarianism” are avoided.
Selfishness harms collectivity, by placing the “me” above “us”. It is an extreme
negative limit of enforcement of the freedom of person upon collectivity.
Similarly, totalitarianism abolishes the freedom of person, transforming the
person to a unit submitted to the total. It is the reverse negative limit, this of
enforcement of collectivity upon the person’s freedom.
Basic therapeutic goals of ARGO are:








Body detoxification and complete abstention from substance use
Psychological detoxification
Reformation of behavior (change of attitudes and behaviors)
Abandonment of criminal behavior
Support of social skills
Management of free time
Alternative expression and communication (verbal and non-verbal)
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Facing the psychobiological dimension of addiction (personal workout,
group workout, groups for “getting acquainted with the body”)
Education and professional orientation
Support for resolving legal and unresolved issues
Cooperation with family and the “significant ones”

Relation of ARGO with several approaches to dealing with addiction:
Through times, there have been several approaches for dealing with the problem
of drug use. A short description of them is given below, describing basic
principles, attitudes, perceptions, and basic ideology for dealing with the
problem, as well as the relation, relevance or opposition, to the ones in ARGO.
1. The approach of substitute substances
Historically, the first efforts for treating the addicted were characterized
by the tendency to deal with addiction from a psychotropic substance by
providing another pharmaceutical substance.
A basic principle in rehabilitation programs: addiction is a malady, illness
and the addicted person needs a substance for dealing with his problem.
A historical flashback in the substitute substances (opium beginning of
19th century, codeine 1832, morphine 1856, cocaine, heroine 1898 Bayer,
decade ‘20-‘30 barbituric, ‘50s psychotropic medicines, methadone 1967,
vouprenorphine (subotex), vouprenorphine and naloxone (suboxone),
substitute for cocaine.
Dole & Nyswander ,1967.
2. The Anonymous Alcoholics/Drug Users Movement
The basic principle is the one of helping each other / self-help. The term
“self-help” refers to activating citizens aiming at dealing with common to
similar problems of theirs, in a context of collectivity and solidarity. Basic
characteristics of self-help are the existence of a common problem, selfactivation and taking personal responsibility, orientation to experiential
knowledge, the existence of a value system, emphasis on personal and
social change and the lack of professionals.
Α.Α. 1935 Βill W. Dr. Bob / N.A. 1947 at Lexington of Kentucky
3. The Therapeutic Communities Movement
Basic characteristics of the Therapeutic Communities: closed, residential
communities, with strict, clear and vertical hierarchy for the members
and the staff. Basic axis of operation and philosophy is the concept of selfhelp, basic tool is the encounter group but also the behavioristic type
techniques (privileges, signalizations, appointments, “do as if…”)
1958 in Santa Monica, California SYNANON by C. Dederich
1963 Daytop in New York, D. Deitch
1983 Therapeutic Community Ithaca, 1987 Center for Alternative
Treatment of Addicted People
4. Rehabilitation Programs with an emphasis on psychotherapy
33

Basic influence is the experience of Democratic Type Therapeutic
Community for the Mentally Ill of Maxwell Jones which is different from
the Hierarchical type Therapeutic Communities for the addicted. Basic
characteristics are the emphasis on therapy, psychotherapy and not on
self-help, the lack of open or closed hierarchy, residential or nonresidential.
For people 18 years and older – analytic approach
Rehabilitation programs based on the behavioristic approach
Rehabilitation programs based on the systemic approach, family therapy
The question that comes up is WHERE and HOW the ARGO Open Community
places itself in relation to these 4 basic approaches for dealing with the issue of
use of psychotropic substances.
1. In relation to substitute substances:
The ARGO Open Community does not agree with the notion of substitute
substances. It is a substance-free program, which means that no
substance is given, at any of its phases. Instead of the relation of the
person with a substance, which is often a relationship of addiction, even
enslavement in the context of a therapeutic process, ARGO seeks the
freedom of the person in a collective community frame through creativity.
2. In relation to the movement of Anonymous Alcoholics / Drug Addicts
ARGO adopts the central principle of self-help and its basic
characteristics except from one. The existence of a common problem, selfinitiative, and perception of personal responsibility, the orientation to
empirical knowledge, the existence of a value system, the emphasis on
personal and social change, are important consignment for the attitude
and philosophy that ARGO tries to formulate today. The basic difference is
about the absence of professionals in the Anonymous movement. On the
contrary, ARGO is equipped with expertise and professionals on mental
and physical health (psychiatrists, psychologists, social workers,
occupational therapists, fitness instructors) who work in collaboration
with the so-called “special therapists” and ex-users of psychotropic
substances. What ARGO tries to succeed in is the equality between the
expertise, the special and the practical knowledge. One goes hand-in-hand
with the other and is not imposed on the other. In the context of ARGO,
empirical and theoretical knowledge are developed in a parallel and
relate to each other in a cyclic manner. The goal is the horizontal
organization of personnel and coordinators to regulate the operation of
the ARGO Open Community both at a cognitive and administrative level.
3. In relation to the Therapeutic Communities movement
In relation to the Therapeutic Communities movement and their basic
characteristics, ARGO adopts the central principle of the notion of
community, the community of persons.
Instead of a closed community, alienated from social reality, ARGO
suggests and open community, into society, since in no way can
community substitute society.
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Instead of a community with a clear and strict hierarchy for its members,
ARGO suggests a non-hierarchical one, a community with equality among
its members, staff but also between members and staff, a community that
is a place to study relationships of freedom.
A lot of discussion is taking place concerning the basic tool of Therapeutic
Communities, the encounter group. The encounter group in the context of
the Therapeutic Community has 3 basic goals:
a) it is the only instance at which the strict and clear hierarchy of the
Therapeutic Community is catalyzed.
b) It is the only instance at which emotional decompression and release
is allowed.
c) It is the group who deals with issues of criminal behavior and conflict
among members of the Therapeutic Community
In ARGO and especially in the ARGO Open Community operates an
encounter group. In the ARGO Open Community however there is no
hierarchy to be catalyzed in the group. Basic goal of the encounter group
is the deal with criminal behavior and conflicts among members.
However, the basic aim is to cultivate a climate of dealing with conflict
through critical arguments and dialogue instead of confrontation, a
dialogue instead of the non-efficient and tough emotional confrontation
and release among members. (The term ‘encounter’ has two meanings:
meet, but also confront). The Therapeutic Communities movement
emphasized the notion of confrontation, while the ARGO Open
Community emphasizes the notion of meeting / C. Rogers). For all the
above reasons, in ARGO the encounter groups has been renamed as
“problem solving group”.
4. In relation to the Rehabilitation Programs emphasizing psychotherapy
In ARGO we do not use the term “therapy” with the meaning given to it by
the health centered approach. ARGO’s goal is the creation of a community
of persons with emphasis on relationship and communication among
members, and on cultivation of a way and attitude of life. The Open
Community is a place of study relationships of freedom. We believe that
the experience of such a community is therapeutic, both for the person
who go through detoxification as well as for any other person who taste
this type of experience. In this sense, the community is not therapeutic in
a health centered notion, but it does have therapeutic dimensions, and
also receives influences by therapeutic approaches keeping a critical view
on them and suggesting the partial critical inclusion of therapeutic
methods and practices.
Thus, in ARGO we adopt (through a continuous dialogue) therapeutic
approaches such as:
 Systemic approach, which introduces into ARGO the notion of
relationship
 Humanistic approach, which introduces into ARGO the notion of
person
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Corresponding to this, one can find in ARGO a partial critical inclusion of
therapeutic methods and techniques such as family therapy,
psychodrama, photogramma, interventive non-directive approach, etc.
From all that has been referred so far, it is clear that ARGO is at a state of
continuous discussion, relationship and critical attitude towards most of
the approaches that deal with the issue of drug use as well as most of the
therapeutic approaches.
ARGO’s goal is to offer to every one of its members the experience of
community, which will, through creativity, lead to the final goal of the
person’s freedom.
The operation of the percussion group is called to be integrated into the
broader philosophy and methodology for detoxification/rehabilitation of
the ARGO program and to become one of its tools for succeeding this goal.
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1 MOTIVATION
Nothing is possible without the patient’s intention, without his request, without motivation or if the
denial of alcohol abuse is still present. This is true for all kinds of psychotherapy. Whether it is called
intention or motivation, its presence is fundamental to ensure the patient’s engagement in the
psychotherapeutic process. How can we define motivation? In the domain of addiction rehabilitation,
motivation to change, to give up the substance and choose a different life is essential to hope for a
change.
It is therefore a natural consequence for us to get interested in this concept and in its use as tool for
improving and adapting our therapeutic support.
There is often an inverse correlation between motivation and denial: the higher the motivation to
change, the easier it is for the patient to talk about his or her alcoholism. The higher the denial, the
refuse to admin his or her abuse of alcohol despite the evident problems related to it, the less likely
they will choose to change their habits.
We have gradually left behind the principle, deeply rooted in the alcohol care units, according to
which “If he has no motivation, there is nothing we can do” or “if he does not admit the consummation
of alcohol, he is not going to change”. This change in attitude has been influenced by the outcomes of
the research studies on the domains of stress and anxiety based on the interactional approaches to
psychological stress, developed by Lazarus and colleagues ((Coyne et Lazarus, 1980; Lazarus 1966,
1991; Lazarus, Averill et Opton, 1970; Lazarus et DeLongis, 1983; Lazarus et Folkman, 1984a,
1984b; Lazarus, Kanner et Folkman, 1980). Denial results therefore from the interaction between the
patient and his or her environment: changing our relationship with the patient and respecting his
freedom will allow us to go past his resistance and to develop a relationship grounded on mutual trust.
1. Why motivate ?
Our understanding of the role of personal motivation in the treatment of addictions has greatly
improved thanks to the Transtheoretical Model of intentional behaviour change. This helps in better
understanding relapse and in redefining the concept of denial as the readiness for change ( DiClemente
et al. , 2004). The analysis of patient's motivation is the prerequisite for the "matching " step, that is to
say for choosing the treatment strategy best suited to the patient’s profile or characteristics. The
management of alcoholic patients is increasingly based on his motivation. Motivation becomes a
criterion for defining the approach to the patient in all fields of addiction, but also in those areas where
he is expected to actively modify his attitude and his behaviour: that of play ( DiClemente et al ., 2000
) , that of tobacco ( Kolly et al, 2004 , Prochaska and Velicer ., 2004; Prochaska et al ., 2004; . Pingree
et al, 2004 ) , in the treatment of obesity or eating disorders (Dunn et al ., 2003; Rossi et al. 2001;
Terence Wilson and Schlam , 2004; Thornton et al ., 2002; . Tod and Lacey, 2004) in the prevention of
pharmacological dependence ( DiClemente , 1999), in sports performance ( Godin et al, 2004 ) and in
physical activity and rehabilitation (Warm et al. , 2004).
For about fifteen years patient's motivation to change has been investigated and has led to the
development of the motivational interviewing approach. Extensive studies in recent years have sought
to define the intention to stop drinking and to understand the underlying cognitive processes. As a
consequence, the term “intention” has been replaced with the term “motivation” and the interest
towards interactional dynamics between the subject and his environment has dramatically increased.
The works of Prochaska et al. (Prochaska et Di Clemente, 1988; Prochaska, Di Clemente et Norcross,
1992; Prochaska, Velicer et al., 1994), Miller (Miller, 1996; Miller et Heather, 1998 ; Miller et
Rollnick, 1991.) and Rollnick et al. (Rollnick, Heather et al., 1992) compelled us to ask ourselves how
patient’s support and management in the alcohol care unit could be adapted to his stage of motivation
at the moment when he decides for the first time to consult us, or when he is forced to do so by his
entourage.
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Prochaska, Di Clemente, Miller and Rollnick have indeed defined six stages (Figure 5) that describe
motivation under a qualitative and quantitative point of view, in terms of insight and beliefs about
alcohol. Taking into account this work, we started proposing different types of support, trying to adapt
the therapeutic tools to the patient’s stage of motivation. Thus , a 28-day hospitalization period should
be reserved to alcoholic patient who are ready to change, i.e. in the Action phase, or at least in
contemplation - preparation. When the alcohol-dependent patient is not at this stage (for instance,
Precontemplation), the most adequate answer to his request of hospitalization would be
weaning (5 days of hospitalization ).

relapse

terminatio
nn
maintenance

contemplation

pre-contemplation

action
preparation

Figure 1 : The six-stage model proposed by Prochaska et Di Clemente
If the patient is at the pre-contemplation stage, he believes he does not have any problem. The request
for help comes mainly from the family, who is helpless against the denial of a problem that seems
obvious to everyone but the person concerned. The request for a change is perceived as a coercive
pressure. Change is possible but illusory.
There are usually two possible attitudes the practitioner can have towards this denial. First case
scenario: he can consider his action impossible. The patient has not recognized his problem and
caregiver waits for him to hit the bottom before trying to help. Accordingly, in the care units , no
specific treatment is proposed in this case. This attitude is well expressed by “I am available, if you
ever…”.
Second case scenario: the practitioner confronts the patient in a very direct and inflexible way, until he
finally gives up and admits his problem. In this context, such an attitude, that threaten his free will, can
only contribute to strengthening the patient’s denial. He consequently maintains his behaviour even
though it hurts him. Any attempt to information or advise will only strengthen this attitude. At this
stage, we do not have access to the request as it is formulated by the family or by the patient’s
entourage. The person concerned is not ready to accept change or challenges. We provide him with
consults following the specific steps of the motivational talk ( Leonard and Matheron,1998).
The goal is to help the person realize the dilemma he is facing. The caregiver helps the patient in
clarifying his emotions, his thoughts about the problematic behaviour and their impact on his life. He
offers his availability and his help, regardless the patient’s intent to change his usual behaviour. The
main therapeutic ingredient is the development of a trustful relationship, based on the willingness to
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listen. The aspects that are explored are: the patient's habits, his positive expectations when he is in
front of alcohol, the situation as it is perceived at the present moment ( Table 4). The practitioner
clearly conveys to the patient that it he has the right to decide if his habits are good or not.
He encourages him to voice his reflections, to express his contradictions and internal conflicts without
judging or commenting them. In the meantime, or even before, consultations are offered to those who
first sought for help: the relative, who sometimes suffer more than the patient himself.

Table 1 : Summary of the pre-contemplation stage.
Pre-contemplation stage
- Motivational talks:
 Exploration of patient’s habits
 Exploration of parient’s perception of his situation
- Counseling for family members

The next stage, the contemplation stage, is characterized by the emergence of the awareness that a
problem exists; however, the person does not believe that any change is possible and has not the
ability to engage in the actions that are necessary for a change. He or she attributes the main cause of
the problem to external factors: life events, context, others are blamed on. A dilemma exists between
the positive aspects of alcohol and the frustrations that a change could imply. At this stage, therapists
help patients evaluate the negative aspects of alcohol and dependence (Table 5). In motivational
interviews, the patient is asked to imagine the future with and without change. He is asked to compare
the current situation to its ambitions and aspirations. Why should he change, what fears and drawbacks
can be related to these changes? At this stage, an attempt for controlled consumption may consolidate
the person’s awareness of dependence.
Tableau 2 : Summary of the contemplation stage.
Contemplation stage
- Individual interviews :
 Comparisons of advantages/disadvantages of alcohol consumption
 Comparison of expectations/future
 Controlled consumption attempt

In the next stage , "decision making", the patient is planning a change in the medium term future. The
practitioner helps him to enrol in a treatment plan , to define the objectives to aim at (Table 6) .
Table 3 : Summary of the decision stage.
Decision stage
- Definition of the therapeutic project
- Definition of the aims to achieve

Once the patient is in the action stage we offer him consistent therapeutic assistance in order to
achieve the target he has defined. He wants a different life and is ready to change his lifestyle for it,
ready to replace the alcohol consumption with more adaptive behaviours. A program consisting of a
28-day hospitalization period with sessions of cognitive behavioural therapy that include the classic
CBT themes and methods, is now possible.
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For some patients we introduce exposure to alcohol during this hospitalization period, in order to
understand and define cravings and to develop adequate strategies of consumption avoidance when the
patient subsequently ends up in the same type of situation.
This support presumes a work on himself and on his lifestyle; during this phase Are developed during
this phase change project to implement exit. This is the time of therapy ( Table 7).
Table 4 : Summary of the action stage.
Action stage
- outpatient care : medical and psychological (if needed)
- 1-week weaning + possible outpatient follow-up
- 28-day detox inpatient care : CBT group therapy: cognitive rstructuration, relapse
prevention, self-affirmation, exposition to alcohol
- Family support

After the treatment, during the maintenance phase, the work with the patient continues through:
individual therapy to resolve the persisting difficulties ( depression, anxiety disorder, ..); group
therapy: it could be a help group for maintaining abstinence, a social pressure management group, an
assertiveness group, a group "family / entourage " meant to help the patient deal with the relational
difficulties, reinstate satisfying communication and help the family group to overcome the difficulties
surrounding the implementation of abstinence. (Table 8) .
Table 5 : Summary of the mainteinance stage.
Maintenance stage
- individual therapy
- group therapy :
 Stress management, help group for maintaining abstinence
 Social pressure management group
 Self-affirmation group
- Day-hospital and part-time therapeutic activities :
 relaxation, theatre activities, physical activities, creative activities…

If relapse occurs, it has to be considered as the possibility to identify important information to better
understand and manage the problem. We offer outpatient care consultations or hospitalization, in case
of severe difficulties. Two beds in the ward are reserved for patients who have already been treated
and who are experiencing a crisis, i.e. they are back again to the alcoholic phase or they are about to.
The duration of this intervention will vary case by case, depending on the difficulties and the
therapeutic project. Patients take part daily in a group work concerning relapse.
The aim is to develop effective strategies to cope with risky situations that were poorly managed . The
therapist works in order to strengthen the patient’s expectation of results and his self-efficacy and to
help him develop some coping strategies (Table 9) .
Table 6 : Summary of the relapse phase
Relapse phase
- outpatient care : medical and psychological (if needed)
- hospitalization in crisis unit, reserved to patients who have got back to alcoholism (or
are about to), in order to...
 Work on problem solving strategies and/or
44 relapse and /or
 Take part in group therapy concerning
 Work on exposure to alcohol and on the development of effective coping
strategies.

THE DESIRE TO DRINK: IS IT DANGEROUS IN THE HOSPITAL ? APPLICATION OF
EXPOSURE TECHNIQUE
In a hospital setting, which is completely different from the alcoholic patient’s usual context, the urge
to drink is sometimes seen as a sign that the withdrawal is not completed or that the therapeutic work
does not progress and the patient is not cured yet. On the contrary, the absence of craving is reassuring
and considered as the proof of a successful job, of the definitive fading of the patient’s dependence.
This is often illusory and temporary.
When patients return in their environment, they confront again the problems that wait for them
outside, the problems that have piled on in their absence during hospitalization, the pressure of old
"buddies" or the occasional feasts trigger cravings to drink that often surprise the patients. They can
then believe that the therapeutic work has had no effects and that, in the end, they will always be
alcoholic.
These beliefs facilitate relapse. Exposure to alcohol seems a useful technique to allow alcoholdependent patients to prepare more specifically their return to their everyday life after hospitalization .

Example of the utilization of the exposure technique in an Alcohol Care Unit
For four years now, our Alcohol Care Unit has proposed exposure sessions to alcohol-related stimuli (
1 , 2, 3 ) to patients hospitalized for alcohol-detox cure as part of a cognitive-behavioural therapy
program (4, 5 , 6, 7). Patients are hospitalized for a period of four weeks. During the third or fourth
week we give them the possibility to participate to 6 alcohol exposure sessions. Up to now only few
patients have refused to benefit from this opportunity, almost all of them have shown interest and
have understood the importance of introducing a some real situations in the hospital setting. In most
cases, it consists of a program specifically tailored on the patient. This program was developed as a
result of the analysis of a certain amount of previous experiences ( 8-17 )
First of all, the patient is informed about the principles underlying the technique and, if he adheres,
three gradual risk situations of alcohol exposure are defined with him through functional analysis and
serve as the working basis for the six therapy sessions ( Table 1). During the functional analysis , the
subject describes the situations providing, for each of them, the context, the experienced feelings and
emotions, the automatic thoughts and the potential behaviour.
It is very important to detail the permissive and relieving thoughts and beliefs concerning the use of
the drink ( I think that ... " my wife ( my husband) is not there ", " I'm alone , nobody will see it ","
I'm too upset, I need alcohol ... why not a small appetizer) . These details increase the reality and the
salience of the situation and, consequently, the intensity of craving.
Table 1: Situation description components
Situation description:

Consumed beverage(s) :
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Sensations

Emotions

Thoughts

Behaviours

The patient is exposed to every situation during two consecutive sessions. The six exposure sessions
last one hour and occur daily for six consecutive days.
Table 2 : Exposure session sequence
Clinical interview before

Sessions 1 et 2

Sessions 3 et 4

Sessions 5 et 6

 situation X (mild risk)

Exposure to

Exposure to

Exposure to

 situation Y (moderate risk)

situation X

situation Y

situation Z

exposure
Definition of three situations:

 situation Z (high risk)

Structure of a session
Exposure takes place in the video room (with one-way mirror ), or in the lounge bar or in an office of
the Alcohol Care Unit . Table 3 summarizes the phases of the exposure session.
Table 3: structure of an exposure session to alcohol

SESSION STRUCTURE
Baseline: Self-evaluation of drinking desire (scale 0-100).
Risk situation reminder : Review of the situation details ; the patient then imagines
the risk situation X (or Y or Z) keeping his eyes shut.
Self-evaluation of drinking desire
Visual exposure : The patient imagines the risk situation X in front of his favoured

46

alcoholic beverage for some minutes.
Self-evaluation of drinking desire.
Maximum exposure : The patient pours the drink in a glass, holds the glass in
his hand and smells the beverage

Search for and mental representation of behavioural and cognitive
strategies: the patient seeks their strategies to reduce the urge to consume and

3 times

Self-evaluation of drinking desire

imagines their implementation. Examination of the feasibility and effectiveness
of each strategy .
Self-evaluation of drinking desire

Conclusion : review of the strategies recalled during the session

The patient sit , facing the psychologist.
"Before starting the exposure, I ask you to quantify the intensity of your desire to drink an alcoholic
beverage at this moment on the scale from 0 to 100; 0 meaning you do not have any desire to drink an
alcoholic beverage and 100 meaning the highest envy you could feel. "
[From the 2nd session, we ask the patient to remind the strategies to deal with the situation at high risk
of alcohol discussed during the previous session; if the strategies have been forgotten, he is provided
with cues to facilitate the recall and, if that fails, the missing strategies is suggested]
Risk situation reminder
We resume functional analysis, focusing on the details of the situation at high risk of alcohol
consummation: if necessary, we add some details and the patient imagines the situation, keeping his
eyes shut.
"You will now imagine the situation that we have set and on which we have decided to work today,
that ... (description of the situation by the psychologist, using Table 1). Make yourself comfortable .
You can close your eyes ... Imagine the situation in your mind and observe the details you know.
Maybe you can see ... ( suggestion of the environment) . In this situation you feel ... ( suggestion of
sensations and emotions). You have several thoughts, such as ... (recall thoughts that justify the
presence of sensations and emotions) . Let me know, by raising a finger, when you manage to imagine
this situation clearly. "
We briefly investigate the sensations and thoughts that the patient has experienced, observing the
possible withdrawal symptoms and the dysfunctional beliefs. We ask the to quantify the intensity of
his desire to drink . If he does not feel it, we further describe the situation, we search for the salient
details that activate the patient’s desire to drink and we ask him to imagine them.
Visual exposure phase
We present liquor corresponding to the alcohol he consumed in the evoked situation.
"I put… [liquor] on the table in front of you .... Look at the bottle for a few minutes while imagining
yourself in the situation. Imagine that you are ... [Hint of the environment , behaviour and emotions
defined in pre-exposure training] . "
The patient is asked to quantify again the urge to drink .
Maximum exposure phase (visual , tactile, auditory and olfactory cues)
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"Open the bottle , use a glass, as if you were in the situation , hold the glass in your hand and feel the
drink for a minute."
A short investigation on the sensations and thoughts that the patient has experienced is performed,
focusing in particular on the withdrawal symptoms and dysfunctional beliefs. Once again, the patient
is asked to quantify the urge to drink
Search for and mental representation of behavioural and cognitive strategies
The patient is asked to search for coping strategies (cognitive, behavioural and emotional ) that may
help him not to drink and may allow him to deal with the risk situatio more effectively.
We encourage and support the patient in his search for further strategies including seeking social
support , the Appellate images associated with positive experiences of sobriety or negative experiences
with alcohol, assertive behaviour , problem solving and planning of a new lifestyle .
These types of strategies are encouraged but not imposed . The patient will elaborate a range of
strategies, aiming at managing compelling desire, facing social pressure, managing stress and solving
critical situations.
"Keep watching this glass, and try to imagine what you could do in order to avoid consuming it and to
maintain your abstinence purpose. Imagine what you could do, the behaviours that you could enact,
the thoughts you may have that would help you not to drink. When a strategy comes to your mind,
discuss it aloud."
For every strategy the patient mentions he is asked to justify the its feasibility, to evaluate its
effectiveness and then to imagine its implementation in that specific situation.
"Do you think that this strategy is possible and easy to implement ? "
"Could this strategy prevent the consummation of ... [name of the drink ] ? "
" Imagine being ... [ implementation of the strategy ] ,"
At this time, the patient is asked to quantify his desire to drink
The phase of maximum exposure (visual clues , tactile, auditory and olfactory ) and the investigation
and mental representation of behavioural and cognitive strategies to reduce cravings are proposed
three times.
Conclusion of the session
We remove liquor from the patient's sight. The patient is then asked to review the strategies evoked
during the session; if strategies are omitted or forgotten, we provide cues to facilitates the recall and,
in case of failure, the strategy is explicitly suggested.
"Remember all the strategies you mentioned today related to the situation we depicted and describe
them aloud ."
We go back to the content of the session, to the difficulties that the patient may have experienced
while imagining the situation, to the emotions, painful or pleasant, that he may have felt and to his
level of personal satisfaction.
At the end of the exposure program, we provide our patients with an inventory of the strategies that
have been discussed and applied during the sessions.
We use a tracking table of exposure where we collect the intensity of the urge to drink evaluated by
the patient in order to study the changes that occur during each single meeting and during the six
sessions.
COMMENTS AND EXPERIMENTAL DATA
To ensure the usefulness of the technique and its impact on the patients, we conducted a certain
number of research studies in which we compared the patients participating to the exposure program
and those who were not involved in relation to the evolution of cravings, to heart rate and to addictive
beliefs.
Evolution of the urge to drink
We studied the evolution of self-reported subjective intensity of the urge to drink of the subjects in the
experimental group during the exposure sessions (Figure 1) .
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Figure 1: Average of drinking desire (Likert Scale 0-100).
We found that the average intensity of the urge to drink significantly decreased during the second
session of exposure to the same risk situation . This was however not true for the third and final
situation, that was considered as the most difficult one ( the highest risk ) by patients ( 2).
Changing addictive beliefs
A group of alcohol-dependent patients hospitalized for four weeks, benefiting from an "active"
exposure therapy in addition to conventional program, showed less adherence, at the end of the
treatment, to some dysfunctional beliefs about craving compared to a control group of hospitalized
alcoholic patients (3, 18 ) that enrolled in the classical program only.
For instance, they had less thoughts such as "That’s the desire that drives me to drink " "Once I feel
the urge, I have no control over my behaviour ", " In my life, I will always a have very strong urge to
drink , "this strong desire to drink is my punishment for using alcohol "," either I have a very strong
urge to drink or I do not have it: there is nothing in between", "If this urge becomes too strong,
drinking alcohol is the only way for me to deal with this desire . "
As a consequence, their confidence in their ability to control their urge to drink increases and they are
more aware of the possibility they have to master their behaviour when they feel the craving . Their
self-efficacy is therefore higher, when compared to alcohol-dependent subjects who have not
followed the exposure sessions. After being exposed for hours to the sight and smell of their favourite
alcoholic beverage, patients became accustomed to these indices and they did not show stronger
reactivity when the proposed risk situation became more difficult.
Heart Rate
The interpretation of heart rate measurement is not easy. Heart rate changes rapidly and it does not
necessarily increase when the patient is exposed to alcohol stimuli. Analysis of the data collected from
several groups of subjects generally show an average decrease in heart rate in each exposure session,
indicating a decrease in the responsiveness of patients with alcoholic stimuli. However, this analysis
does not point out that, for instance, some patients exhibit a decrease in heart rate when they feel
alcohol, as a potential consequence of a decrease in their respiratory rate. Another possible
interpretation for this decrease in heart rate is a reaction to the memories of pleasant sensations such as
relaxation, even though the patients are feeling the cravings .
Overall, the average heart rate decreases during the six sessions. Some increases are nevertheless
observed in key moments of our exposure program: the more the complementary cues (view, action of
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opening the bottle and fill the glass, smell), the stronger the reaction. The average heart rate is used to
compare frequencies but can hide the complexity of the cardiac variation that decreases in some
patients during exposure to certain discriminative stimuli rather than increasing. This decrease can be
considered as the sign of the presence of positive expectations of relief vis- à-vis alcoholic stimuli
(19).
CONCLUSIONS
The exposure to alcohol is actually a useful tool in order to help the patient realize the underlying
cognitive processes in alcohol and reduce his reactivity and desires for alcoholic stimuli. Its
acceptance by alcohol-dependent patients surprised us, as they immediately understood the value of
this work. The only difficulties we encountered came from some caregivers who feared the risk for
massive relapse due to the distress experienced by inpatients dealing with their cravings . We had no
episodes of relapse in the day that followed an exposure session. Sometimes the change in patient
management first requires a change in the perspective of the team members, who may be more
resistant than some patients. The experimental approach chosen to introduce exposure has contributed
in removing a consistent part of staff resistances.
In rare occasions, some patients told us that they had been drinking when they were alone .
Paradoxically enough, this could be considered a case of successful exposure because it allows us to
work on the situation that really makes him want to consume alcohol, thus allowing us to help the
patient develop those strategies that he does not master yet, in order to lower their urge to drink.
A project dear to us would be going to the places (coffee, bistro , home ... ) where patients consume
alcohol. The hospital, in fact, remains an artificial place to achieve effective exposure even if every
possible precaution is taken in order to make exposure realistic.
The described exposure technique has to be used for abstinence purposes. It can also be used to help
patients who could do it (excessive drinkers) to recover controlled consumption . English and
American studies show the effectiveness of exposure with "moderate consumption" in pursuit of that
goal. It is perhaps too early to initiate in France
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A. Beck’s addiction or motivation model
The Addiction or motivation model developed by Beck (Beck et al., 1993), despite being used
mainly in the field of addictions, proves to be of clinical utility in many pathological
situations characterized by repetitive behaviors; these behaviors are the source of patient’s
difficulties and patient’s lack of awareness is often the most relevant maintaining factor. The
model describes a decision-making process, aimed at searching pleasure or relief through
strategies that go beyond the traditional field of addictions.
In alcohol addiction, the subject progressively develops some beliefs concerning the alcoholic
beverage(s) that explain the repeated consummation or its modification. These beliefs are
summed up in the model "A, S, P ": A stands for anticipatory, S for “Soulageantes” –
Relieving - and P to for Permissive (Beck et al., 1993) .
The validity of this model was experimentally verified in 1998 by Tison and Hautekeete
among drug addicts (Hautekeete and Tison, 1998) and by Hautekeete, Cousin and Graziani
among alcoholics ( Hautekeete et al. , 1999). The interaction between a risk situation of
alcohol abuse and dysfunctional patterns of alcohol-addicted subject activates some specific
beliefs divided into 3 categories:
 anticipatory: positive expectations related to alcohol (e.g. " I am going to be happy
and fun with alcohol ")
 relieving : expectations of reducing shortage of something or discomfort (e.g. "
alcohol helps me forget ," " if I drink, I am less anxious ")
 permissive : thoughts that allow alcohol consumption (eg " I deserved it after work ," "
I'm invited , I cannot turn down a drink with a buddy ").
Negative automatic thoughts (Figure 3) result in anticipatory and relieving beliefs that
provoke craving which, in turn, triggers the emergence of permissive beliefs. Once the
permission to consume is “obtained ", the subject engages in product search strategies and
consummation. The alcohol-dependent subjects and drug addicts have many more beliefs,
which are more intense, than most non- dependent subjects (Beck et al., 1993; Hautekeete ,
Cousin and Graziani , 1999; and Hautekeete Tison, 1998).
The activation of a dysfunctional core scheme, for instance,a depressive scheme, can trigger
automatic negative thoughts and emotional pain that activate anticipatory thoughts concerning
the effects of the product or behavior. This often creates a conflictual situation for the patient,
if he is at least a little bit aware of the negative consequences of the substance abuse, between
doing it and not doing it. In order to allow himself to consume, he needs a justification that is
provided by a wide range of “excuses", of permissive beliefs that solve the conflict and allow
him to move on to the consummation of alcohol.
These dysfunctional beliefs are found among most addictive disorders (addiction to cocaine,
opiates, nicotine, alcohol , drugs, compulsive gambling , etc.) and play an undeniable role in
their maintenance and in relapse. They can be easily observed during exposure sessions to
alcoholic stimuli with alcoholic patients (De Saint Aubert et al., 2000).
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Trigger
event

Core dysfunctional scheme
I am hopeless, I am inferior to
others
Authomatic thoughts
He thinks that I haven’t done my job
well. I am inefficient

Emotions
Sadness, anxiety, frustration…

Anticipatory relieving scheme
If I don’t drink I am not going to be successful at this
interview. Drinking will help me in calming down.
Permissive schemes
«One drink does no harm»

Alcohol consummation
Figure 3: Illustration of the activation of a dysfunctional central pattern (synthetic phrases),
triggering anticipatory and relieving beliefs and the urge to drink, according to Beck et al
(1993).
These beliefs are sequentially activated and their solidity increases as the severity of the
alcohol abuse increases. Anticipatory beliefs or "positive expectations" have been specifically
defined for alcohol dependence (Marlatt and Gordon , 1985). When patients are faced with a
high-risk situation, their self-efficacy is questioned (Figure 4) and the likelihood for them
individuals to succumb to the urge to drink is high.
These situations could be represented by pleasant or unpleasant emotional and physical states
(anxiety, desire to drink, headache, celebrate a promotion), by the intent of testing self-control
(the patient deliberately goes to a drinking establishment to see if he is able to resist the
temptation to drink) , by social pressure (a friend insists that the person gets a drink), by
conflicts (fights), etc.
If the subjects have developed and consolidated effective cognitive and/or behavioral
responses (coping strategies = strategies that help in confronting with a challenging
individual-situation transaction), the level of self-efficacy increases. Otherwise the sense of
self-efficacy decreases and positive and permissive anticipatory beliefs increase. The
following step is often a first consummation of alcohol, which confirms the reduction of selfefficacy, thus making relapse probable.
Confrontation

Risk situation

Inbalance between
need and want

indulgence and
desire for immediate
gratification
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Increase in self-efficacy

Low relapse
probability

Confrontation
avoided

Decrease in self-efficacy
Increase in expectations of
positive effects

Increase in relapse
probability

Figure 2 : Relapse model according to Marlatt and Gordon (1985)
To concretely illustrate the usefulness of these models in a framework of repetitive
pathological behavior we will refer to some clinical examples.
The first case is that of a patient who suffers from thricotillomania . Her request is to stop the
uprooting of hair that results in embarrassing bald spots on her scalp. It is just spontaneous to
wonder how could she continue to pull out her hair despite the fact that she wants to stop.
What could explain the repetition of this behavior?
Florence, a 21 year old student, was not able to describe the physical sensations, emotions and
thoughts that she experiences when she pulls out her hair. Only several days later she
managed to observe what triggers the implementation of the act and to be aware of its
beginning. Indeed, her behavior starts automatically, without the need for voluntary attention
orientation. She identifies two times of the day where the pulling-out behavior is likely to
occur.
The choice of this behavior is due to the pleasurable effects she feels when performing it.
Delaying the transition to the act causes increased tension and a growing urge to pull out her
hair because of the pleasure this gives her. The medium and long-term negative consequences
of this behavior (the bald areas) are responsible for the dilemma that the patient is facing.
Situations when the behavior is performed
Sensations/Emotions :
Internal tension, boredom, unpleasant feelings
- in her room, while she studies,
- during the afternoon, as she watches the (being fed up), mild anxiety
television while sitting on the couch

Search for an exit from this unpleasant condition. Pulling hair becomes a possible and easyto-apply solution. The desire experienced by the patient is caused by the past effects of this
coping strategy and increases the likelihood for it to occur again. The willingness to act is
moderated by the anticipation of short and medium-term negative consequences due to the
repeated use of this strategy. The more the patient uses this strategy, the more motivation to
stop should increase. Below we have the arguments of the dilemma she faces.
Conflict between
Immediate positive consequences of pulling out Medium- and long-term negative consequences
her hair
 Bald areas and efforts to hide them
 Calm,
 Embarassement in social situations
 Attention redirection/She does not have
any other thought
 Pleasure

To solve this conflict, she turns to ideas that allows her to implement the pull-out strategy in
order to find a temporary state of well-being by minimizing the negative consequences; this
reduces the idea of control and makes the pull-out choice appear as a peculiar, contextual
decision, as it was the previous time. The patient reports the following thoughts: "I cannot
stop overnight" "Just some hair" "It's not for that ..." "It is impossible to stop" " on order to
stop there are too many steps to take" "I'll stop tomorrow ..." "Given where I am ...".
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These permissive ideas change the patient’s perception of herself and of the situation and
allow her to take action. The fact that the patient affirms to be driven by a sense of obligation
is often an interpretation of what she tells herself to be authorized to carry out this behavior.
Searching for permission often requires a perceived decrease in the possibility to control the
situation. Saying that she has no control opens the doors to the repetition of the target
behavior.
Self-authorization is a strategy to reduce guilt and remove the barriers to the execution of the
target behavior. Part of the therapy is to confute these permissive beliefs, in order to criticize
this self-referential talk characterized by reduction, minimization and denial. The patient is
asked to second-guess the permissive and facilitating thoughts.
For instance, she was invited to explain and to criticize the belief according to which she
cannot stop overnight, or what is the impact of saying "it is just for ...”. The development and
consolidation of solutions and alternatives to repetitive behaviors require questioning,
criticizing and changing these thoughts and anticipations related to medium- and short-term
consequences.
The patient may reach the conclusion that she thought "It is not because of this that I have a
problem" hundreds of times: this affirmation had the power to authorize her to enact the
behavior. A phase of therapy consists therefore in making the patient aware patient of the first
stimuli (context, sensations, emotions and thoughts) that trigger the behavior, without
stopping at the sentence "I do it for no reason" or "It is possible that this hurts me."
Every repetitive behavior is related to pleasure. When the obstacles increase (visible balding
areas) as a consequence of the repetition, carrying on with the behavior requires more
arguments. The discussion of these arguments and the search for other, counterstriking
arguments can be very helpful in reducing the occurrence of the target behavior. “It is not
true that I stop when I say one. Once I begin the risk to continue increases. I have never
stopped after just one". "I often think I'll stop tomorrow, but I lie to myself. Telling me this
allows me to pull my hair today. If I stop tomorrow, what prevents me from stopping now?"
Another example is that of a woman who suffers in any situation that could imply rejection.
She cannot stand to stay single and needs to have a boyfriend who is with her and takes care
of her. The idea that someone takes care of her is reassuring and makes her feel valued. When
a boyfriend leaves her, she rushes on the internet and connects to forums where she can make
new acquaintances, trying to meet someone who could fill the void in her life. Without a
boyfriend she feels deprived of her value: "I am nothing, I 'm bad, I am deeply scared, I think
I'll always be alone."
When she meets someone on the net who could be interested in her, she invests on him,
telling to herself that "maybe this is the one, I cannot miss this opportunity" and tries to
satisfy the other person. She tries to correspond to what she thinks the other might be
interested in, she gives up on herself. Sometimes she has sex with boys just in order to avoid
the risk to lose them. Her main goal is to be with someone in order to feel alive. When there
are difficulties in the relationship she is involved in, she maximizes her efforts in order to
match the other person’s expectations, and subjects herself even more more to him. When she
does not receive the words she wants, she makes up any excuse in order to test the
relationship and to be reassured about the fact that the other thinks of her and takes care of her
.
For instance, she can break the headlights of her car just in order to call her boyfriend, faking
an accident and asking him what she should do and then if he is available to spend some time
with her. Or she makes up deaths in order to arouse an emotional rapprochement. She has
gone so far as to stay on the roadside, hoping her boyfriend to pass by in order to have the
opportunity to talk to him. Sometimes her boyfriends tell her that, since it is so important for
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her, they can stay together a little longer but the end is anyway inevitable. Despite all the
signs that indicate that it is over, she insists, trying to avoid losing what is already lost. Once
the separation is clear, she feels devastated and seeks reassurance online, visiting the dating
forums.
She experiences intense anxiety every time a fact could be interpreted as proof that the
relationship is about to end. She often needs reassurance and frequently checks the other
person’s feelings or just the fact that it is not over. Here is an example:
One Friday morning she has to go to work. She spent the night with the new boyfriend she has
been seeing for one week. He is in the shower and she asks him for reassurance about their
relationship. She also thinks that it is too early to do so, and that this may ruin the
relationship, as it has happened with the others.
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Arguments in favour:
These are just simple
questions, there is no
drama. I need to know
Am I going to see
him this weekend?
If he does not want
to see me then it
means he will leave
me, he does not
want me

 fear to be rejected
need to ask for
reassurance " What are
we doing this weekend
? " "What are we
doing in the summer?
" "Do you want to
spend your holiday
with me?"

She asks the questions and the man
replies that this is not the time and
it's too early.

Arguments against :
Perhaps this is not the right
time
This is not the first time
that I ask these questions

If he wanted me to stay with him he
would have said yes immediately

He wants to leave me, he is going to
leave me

The figure above shows the development of a self-feeding loop. In order to be reassured, the
patient provokes the exact situation she is afraid of and wants to avoid. She gradually subject
herself to her partner, who dominates her because of her fear of rejection. She is subdued,
she humiliate herself in order to reduce this risk. The analysis of how she would consider a
person who acts the way she acts allows her to conclude that she degrades herself, she loses
her dignity and her value, she becomes zero, she submit herself to her partner. Moreover, she
never manages to avoid separation.
The more she submits herself to the other person, the more she loses her value and selfesteem in his opinion, the more he will keep his distance and she will ask questions, thus
provoking situations in order to gather evidence and reassurance. Although she is aware of
this, she experiences severe difficulties in controlling her reassurance-seeking behavior. Her
facilitating ideas motivate it to set it up by convincing it is not serious , it can do it, that it
costs nothing to ask her boyfriend if he thinks to spend his life with her one week after they
met. This type of questions usually frighten her partner and she interprets it as a rejection.
The consequent loss of reassurance and security motivates her to invent new reinsurance
strategies... until the separation is always decided by the boyfriend. The patient is dependent
on the reinsurance she can receive. Indeed, when she manages to extend the relationship to
over one year without particular difficulties, she experiences what can be identified as a
progressive extinguishment of the pleasure of feeling valued by her friend: her doubts
concerning her value increase the doubt on its value and thus need to be reassured by other
men.
Another example is a patient with OCD. The relieving behavior for her was the avoidance of
certain stimuli or the execution certain rituals. She spent between 6 and 8 hours a day
performing checking and avoidance behaviors. After twelve therapy sessions the patient had
eliminated most of the rituals she was largely ashamed of. Once a satisfactory reduction was
reached, she decided to interrupt the therapy. I met the patient six months later because she
needed a certificate. Many of her rituals were back.
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THE MUSICAL BRAIN
When I listen to music I fear no danger, I am
invulnerable, I see no enemies, I am in harmony
with the earliest times and with the latest.
H.D. Thoreau, Journal (1857)

How would you define music?
Would you focus on the intellectual side of it and consider it as an ensemble of organized
sounds? A form of language? “Vocal or instrumental sounds (or both) combined in such a
way as to produce beauty of form, harmony, and expression of emotion”, as the Oxford
English
Dictionary
(2014)
defines
it?
Or would you rather choose the impact it has on emotions and feelings and go with Jack
Kerouac’s “music is truth” or Nietzsche’s “Without music, life would be a mistake”?
Regardless of your choice, the entity responsible for your reaction to music is your brain.
What happens to the human brain when it is exposed to music? What are the biological and
the neurological reasons why music has, since the dawn of time, excited us, motivated us,
saddened or consoled us? What is the social role of music?
These are some of the questions we are going to address during this module concerning the
relationship between music and the brain.

According to several authors and several researches, music has played and still plays a
fundamental role in the evolution of language both phylogenetically and ontogenetically [ 1, 2,
3
] and it has also had a relevant social role as a bonding and cohesion factor [4, 5].
The mere action of playing music within a group is an extremely complex task, which
involves all the cognitive processes that have been investigated and transposed into models up
to now [1]: from auditory perception to integration of the processed sensory information,
from the planning and the execution of complex motor programs to the identification and the
expression of emotions. Listening to music is a complex cognitive task as well, that implicates
processing and integration of elements such as harmony, rhythm and melody [ 6]. Several
structures, both cortical and subcortical, are involved in the aforementioned processes,
together with the auditory sensory system, whose role is essential in order to translate sound
waves into electric stimuli that can be processed by the primary auditory cortex. The primary
auditory cortex, situated in the temporal lobe, is characterized by the presence of frequencyspecific columns of neurons that respond to binaural stimuli, intercalated with columns of
neurons that respond to contralateral stimuli and are inhibited by ipsilateral stimuli [Figure 1
and Figure 2].
[ https://www.youtube.com/watch?v=FVIiYyD2_YU ] – Tonotopic organization
The temporal and parietal associative areas are responsible for the higher order sound
processing and integration but the hypothesis of a dissociation between the higher order
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processing of music and the higher order processing of speech and environmental sounds is
still controversial [7]
The musical variables that have been investigated include, but are not limited to: pitch,
melody, scale, harmony, timbre, rhythm and meter. The classical methods based on the study
of single and double dissociations, together with the modern neuroimaging techniques
(functional magnetic resonance – fMRI, positron-emission tomography – PET, diffusor tensor
imaging – DTI) and electrophysiological investigation methods (event-related cortical
potentials – ERPs, electroencephalography – EEG and electromyography (EMG) have
contributed to an increase in our knowledge concerning the neuroscience of music perception:
the activation of specific regions and networks has been demonstrated, but these data are not
sufficient in order to elaborate a coherent and unambiguous model of music perception.
Neurological bases:





 Internal ear and auditory nerve:
successive parts of the tonotopically
organized basilar membrane in the cochlea
resonate to corresponding sound frequency
bandwidths. The hair cells in the cochlea
release neurotransmitters as a result, thus
activating the auditory nerve. The auditory
nerve projects to numerous nuclei in the
auditory brainstem, which are also
tonotopically organized.[8]
 Auditory
Brainstem:
numerous
ascendant patterns, among which the one
connecting the superior olivary nucleus and
the inferior colliculus through the medial
lemniscus is the most studied. All ascendant
auditory patterns converge in the inferior
colliculus. The inferior colliculus sends part
of the information to the superior colliculus, where visual information converges: the two
types of input are successively integrated in the cerebellum [9].
Limbic system: the medial geniculate nucleus (thalamus) receives projections from the inferior
colliculus and projects to the auditory cortex. The nucleus accumbens is connected to the
medial geniculate nucleus and to the frontal cortical areas and has a fundamental role in the
brain’s reward system. The anygdala is essential in order to associate emotions and music, to
retrieve these emotions and to recognize them.
Cortex: the auditory cortex is responsible for the perception and the initial processing of
musical stimuli; the associative areas contribute to integrating musical input and other
sensorial and cognitive stimuli; the frontal cortex is involved in high-complexity processes of
the auditory stimuli; some areas – such as the insula and the orbitofrontal cortex, are
specifically related to the emotional reaction to music.

Amusia: evidence of functional segregation
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The study of the consequences of brain lesions has made it possible to identify a peculiar
condition: amusia, that is to say the specific inability to make sense of musical input, as a
consequence of the congenital or acquired malfunctioning of some regions of the auditory
cortex. People with amusia can speak, understand and make sense of any other sound
without any problem, but they are not able to identify a wrong note in a melody or even to
recognize a familiar melody [10]. What does this allow us to infer? As the function that is
disabled is the ability to discriminate pitch, we can infer that it is an essential component
of music perception.
What is more, we can affirm that we, as humans, have evolved a sense for music, which may
be different from – or may be just an extension of – our sense for speech. It has been
demonstrated that, in most human beings, speech processing is an asymmetric function which
is performed mainly by the left hemisphere, though there are several examples of people who,
after
extensive
Some definitions…
damage to speech
 Pitch: the auditory sensation in which a listener assigns musical regions in the left
tones to relative positions on a musical scale based primarily on their hemisphere, partially
perception of the frequency of vibration. Pitch is different from the recovered
their
frequency of the sound wave, as it is the subjective perception of a language competence
sound wave.
as a consequence of
 Frequency: the measurement of the number of times that a repeated
the recruitment of the
event occurs per unit of time; when referred to waves, it indicates the
number of cycles per second. It is measured in Hertz (Hz). For homologue regions in
humans, hearing is limited to frequencies between about 20 Hz and the right hemisphere
(effect
of
brain
20 000 Hz, with the upper limit generally decreasing with age.
plasticity).
Case
 Timbre: the quality of a musical note, sound, or tone that
distinguishes different types of sound production. The physical studies that focus on
characteristics of a sound that determine the perception of timbre patients who have lost
include spectrum and envelope.
(partially or totally)
 Melody: a linear succession of musical tones that the listener their
language
perceives as a single entity. In is a combination of pitch and rhythm.
competence but still
 Rhythm: the pattern of regular or irregular pulses caused in music by maintain
normal
the occurrence of strong and weak melodic and harmonic beats.
musical competence
could suggest the
specialization of the right hemisphere for music processing, which has been partially
demonstrated by recent evidence: “… a particular region of the auditory cortex the right
hemisphere is much more specialized for representing detailed pitch information than its
counterpart on the left side of the brain. Tones that are close together in pitch seem to be
better resolved by neurons on the right.” (Zatorre, 2005).
Even though these findings suggest that speech processing and music processing do not
completely overlap, in terms of neural substrates, it has been demonstrated that some
functions, such as syntax, require common neural resources from speech and music: our brain
recruits the same structures in order to organize a set of word and a set of notes (8).
Neurophysiological evidence support therefore the hypothesis of a partial functional
segregation, related to the need to sample sound information from the environment in two
different ways: an immediate one, useful for sound energy that changes rapidly (for instance
in speech), characterized by high temporal resolution but less sensitive to the quality of the
sound and a slower, but more detailed one, which analyses the structure of the sound but
sacrifices temporal resolution. The right, pitch- processing system seems therefore to be a part
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of a complex, general system responsible for sound processing and complements the left,
speech-processing one.
Music and emotions
The ability of music to induce or to modify an emotional state is part of our everyday
experience: music can boost our energy when we feel tired, can help us in focusing and in
reaching the so-called “flow” (the mental state in which a person performing an activity is
completely immersed in the process and feels focused enthusiasm, high self-efficacy and
enjoyment), can relax us or, sometimes, can make us sad. Coherent patterns of physiological
modifications (changes in heart rate, respiratory frequency, skin conduction, etc.) have been
identified as well, thus demonstrating direct correspondence to the subjective report of those
who were exposed to certain music excerpts
The relationship between music and emotions is a arduous subject to investigate: the
subjective component that characterizes emotional reactions and the high rate of inter-subject
variability are only two of the aspects that make it difficult to define standard and
comprehensive research protocols.
Dr. Robert Zatorre and his research group at the Montreal Neurological Institute ( Dr.
Zatorre’s homepage ; Montreal Neurological Institute – Cognitive Neuroscience research
group homepage ) have conducted a relevant amount of studies aimed at explaining the link
between music and emotions from a neuroscientific perspective. The work published by
Blood et al. in 199911 used
dissonance as a trigger for Neuroimaging …
 Positron emission tomography (PET): a functional imaging
unpleasant
emotions:
technique that is used to observe metabolic processes in the body.
participants were exposed to
The system detects pairs of gamma rays emitted indirectly by a
six novel musical excerpts
positron-emitting radionuclide (tracer), which is introduced into the
characterized by different
body on a biologically active molecule; three-dimensional images of
levels of dissonance and
tracer concentration within the body are then constructed by
their brain activity, in terms
computer analysis. The most frequently used molecule is
of changes in cerebral blood
Fludeoxyglucose (18F); for neuroimaging purposes Oxygen-15 can
flow, was recorded through
also be used, even though the limited half-life of this molecule
positron
emission
reduces its range of utilization. The parameter that is indirectly
measured is the flow of blood in different areas of the brain (CBF).
tomography (PET). The
 Functional Magnetic Resonance (fMRI): a functional
results
showed
the
neuroimaging technique that uses magnetic resonance technology to
activation
of
distinct
detect changes associated with blood flow levels, based on the
paralimbic and neocortical
principles according to which an active brain region needs more
regions as a function of
blood – specifically more glucose and more oxygenated hemoglobin.
dissonance and of perceived
The most common contrast used up to now is the BOLD (bloodpleasantness/unpleasantness,
oxygen-level-dependent) contrast, that indirectly reflects the
thus
suggesting
the
modifications in brain activity because of the specific magnetic
recruitment
of specific
properties of oxygenated haemoglobin. The information concerning
neural mechanisms different
brain activation is represented as a three-dimensional figure, which is
from those implied in the
ultimately the result of complex algorithms and of many statistical
corrections which must be applied to the raw data. fMRI is
cognitive processing of the
characterized by high spatial resolution and low temporal resolution,
musical stimuli and from
as a consequence of the (long) time required by hemodynamic
those observed in other
responses.
emotional reactions (i.e.
fear, surprise, etc.). The
results of this first study also confirmed our brain’s sensitivity to dissonance and its clear
11
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preference for consonance, a feature that has been observed even in babies; infants, in fact,
appear to be able to distinguish different scales and chords, to recognize familiar tones and to
prefer consonant sequences of musical stimuli.12
A peculiar music-related phenomenon that has piqued scientists’ curiosity and that has
provided an important insight into the link between music and emotions is the reaction called
‘shiver-down-the-spine’ (or ‘chills’), a highly pleasurable, intense and sometimes euphoric
response to music. The PET studied published by Blood and Zatorre in 200113analysed the
subjective, physiological (heart rate, respiratory frequency, skin conductance, skin
temperature and muscle electrical activity) and brain responses of music-trained subjects to
specific excerpts of music that had been previously identified as ‘chill-triggers’. The results
showed that the physiological modifications coincided with the subjective reports of ‘shiversdown-the-spine; in terms of brain activity there was a correlation between the ‘chills’
response and the increase in activity in left ventral striatum, left dorsomedial midbrain, right
thalamus, anterior cingulate cortex, supplementary motor area and left cerebellum. By
contrast, a decrease in activity was observed in the right amygdala, left hippocampus /
amygdala and left ventromedial prefrontal cortex.
In their article [13], the authors illustrate that the pattern of activity observed in response to
the ‘chills’ experience is similar to that observed in other situations characterized by euphoria
and/ or pleasant emotions: increases in the activity of nucleus accumbens, ventral tegmental
area, thalamus, insula and anterior cingulate cortex and simultaneous decreases in the activity
of left amygdala and ventromedial prefrontal cortex occurred in response to cocaine
administration in cocaine-dependent subjects. What is more, “studies on animal models
support the role of ventral striatum (NAc in particular), various midbrain areas(…), amygdala,
hippocampus and medial prefrontal cortex in circuitry underlying reward processes, including
hedonic impact, reward learning and motivation (…). Activity in these regions in relation to
reward processes is known to involve dopamine and opioid systems, as well as other
neurotransmitters” (Blood & Zatorre, 2001).
As the authors affirm, dopaminergic activity
in the nucleus accumbens (NAc) and in the
ventral tegmental area is common to all the
mechanisms that underlie reward response to
naturally rewarding stimuli (such as food
and sex) and to the majority of the drugs
with euphorogenic properties. The presence
of a clear dopaminergic reaction in response
to music has been confirmed by Salimpoor
et al. (2011)14, who identified an
anticipatory reaction to the peak emotion in
music listeners defined by a release of
dopamine in the striatum system (caudate
nucleus). In his review published in 2014,
Koelsch15provided several other examples of
neuroimaging and neuropsychology studies
that confirm the involvement of the same
12
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mechanisms involved in reward and motivation processes. He analysed the role of three key
structures: amygdala, nucleus accumbens and hippocampus.
The amygdala, an almond-shaped group of nuclei located deep in the temporal lobe, has a
fundamental role in emotion networks: it is responsible for the integration of cognitive and
emotional information and for the modulation and
Figure 3. The main pathways underlying autonomic and
regulation of emotional reactions. The superficial
muscular responses to music.( Koelsch, 2014)
amygdala is functionally connected to other cortical and
subcortical structures involved in approach–withdrawal
behaviour in response to socio-affective cues such as music [15]. The laterobasal amygdala,
instead, is involved in the evaluation and learning of both positive and negative stimuli and in
the generation of reinforce expectancies that guide goal-directed behaviour in response to
such stimuli[15, 13].
The nucleus accumbens is part of the striatum, a subcortical structure that is essential in the
reward response. It is sensitive to both primary (food, drink, sex, etc.) and secondary rewards
(praise, social recognition, money, power, etc.) and is involved in the planning and execution
of actions aimed at obtaining and consuming reward. The pattern of cortical and subcortical
activation that engages the nucleus accumbens, together with the ventromedial orbitofrontal
cortex and the amygdala, is present when food, monetary and erotic rewards are implicated,
but also when the brain is exposed to pleasant music [13, 14, 15]. The principal
neurotransmitter involved in the process is dopamine: the reaction to music is associated with
activation of the mesolimbic dopaminergic reward pathway, exactly like the reaction to
primary and secondary rewards and to drugs and alcohol.
The hippocampus plays an important role in the consolidation of the information from shortterm memory to long-term memory and in spatial navigation. It is still part of the cerebral
cortex, even though it is located deeply in the medial temporal lobe and can be considered an
example of the archaic structure of the cortex. While it is normally not activated by primary or
secondary rewards, it is often activated by music-evoked emotions, proving that music-related
emotions are not just a consequence of the activation of the reward mechanisms: learning and
– possibly – spatial orientation are implicated as well. The hippocampus is also involved in
the regulation of the hypothalamus–pituitary–adrenal axis, the sequence of processes that
mediate our response to stress: its activation in positive music-evoked emotions is related to
the stress-reduction effect that we can experience when we are exposed to pleasant music.
Neuropsychological findings are consistent with the results obtained from functional
neuroimaging studies: patients with lesions or degeneration of the structures and networks
that are involved in emotional reactions and in reward mechanisms have altered perceptions
and responses to music as well ( some examples are: the inability to feel positive emotions in
response to music – music anhedonia – or an exaggerate positive response - hyperhedonia16 ;
an altered perception of dissonance17; impaired emotional recognition in patients presenting
with frontotemporal lobar degeneration18)
The powerful impact of music on our brain has been largely studied and demonstrated:
exposure to music triggers consistent, specific and relevant functional changes in all the brain
structures and networks involved in emotional reactions and reward response and evokes
emotions that sometimes are part of our everyday experience (such as joy, surprise,
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sadness…) and sometimes strongly related to the musical domain (for instance, the ‘chillsdown-the –spine’).
The following excerpt provides an example of the remarkable ability of our brain to process
and
to
decode
information
based
on
emotional
reactions
[
https://www.youtube.com/watch?v=AUT9UTVrwp8 ] – Preference / Emotions and amygdala
.
Given the notions and the evidence exposed above, how could music be used as a therapeutic
tool?
The discipline of music therapy has grown in structure, scientific validity and significance of
results over the years, to the point that it is now used as a complementary treatment in a wide
range of contexts and settings, both related to neurocognition and to psychiatry.
Besides its role as an enhancer of positive emotions, music has been identified as a memory
enhancer in patients with Alzheimer’s disease19 and as a facilitator of neurogenesis,
regeneration and repair of neurons.20
Specifically, the hippocampal activity induced by music has been linked to steroid secretion
(role of the hippocampus in the activity of the hypothalamus – pituitary–adrenal axis and
interactions with the amigdaloid complex) and to the increase of receptor sensibility to the
brain-derived neurotrophic factor (BDNF).
As far as substance addiction and psychological dependence are concerned, an increase of
BDNF has been detected in the ventral tegmental area of the brain of animals chronically
exposed to drugs of abuse; what is more, the injection of BDNF has been linked to the
development of addiction behaviours21: again, one of the most relevant components of the
brain networks related to reward and motivation is brought up.
The impact of music on the dopaminergic activity of brain reward mechanisms is one of the
factors that provide a rationale for the utilization of music as a complementary method in
addiction therapy: the possibility to use music in order to trigger a neurochemical reaction that
is similar to the one provoked by substances of abuse is a valid tool in systematic
desensitization therapy22.
What is more, music-based cognitive rehabilitation has been identified as an effective tool for
prevention of relapse in addiction23. One of the most relevant neuropsychological features
characterizing substance addiction and increasing patients’ vulnerability to relapse is the
pathological alteration of executive functions. Executive functions, mostly undertaken by the
neural networks of the frontal lobe, are among the most complex cognitive processes that our
brain is able to engage in: working memory, cognitive flexibility, attention control, response
inhibition, abstract reasoning and problem solving, complex visuospatial, and visuomotor
skills are all examples of executive functions.
As Lesiuk reports (2010), problems with executive function in individuals with drug addiction
have been reported to be a contributing factor to relapse: addicted patients tend to have
limited planning abilities, difficulties with abstract reasoning, impulse control and response
inhibition, as a consequence of the disruption of dopaminergic activity in the frontal lobe.
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Increasing evidence suggests the efficacy of neurocognitive rehabilitation as an adjunct
treatment for addictive disorders24: music stimulates attention and working memory, thus
enhancing problem solving abilities, effective decision-making strategies and engagement in
the therapeutic process.

Why is music so appealing for our brain?
According to the above-mentioned studies and reviews, there are some intrinsic principles that
underlie the power of music on our brain: Koelsch (2014) [15] identified three main aspects:
its role in promoting social cohesion, tension (included musical expectancy) and emotional
contagion. In many contexts and for the majority of human history music characterizes social
situations in which the individuals actively participate in music (clapping, singing, dancing or
playing): this shared engagement in the same activity and the powerful associate emotions
promote social dynamics that are essential for the survival of the individual, such as
communication, cooperation and social cohesion.
The simple fact of being exposed to the same situation that involves music (people playing
together, the audience at a concert...) is sufficient in order to create a ‘we’, a collective subject
that experiences a sense (temporary or prolonged) of inclusion and attachment.
Music is a structured and organized ensemble of sounds, defined in time and space according
to rigorous criteria: the implicit recognition of these patterns and the processing of intramusical information are the foundations of music expectancy and tension. Acoustic factors,
such as sensory consonance or dissonance, loudness and timbre can increase or decrease
tension owing to an increase or decrease in (un)pleasantness (Koelsch, 2014); structural
factors (build‑up, breach, transitory phase and resolution) purposely determine and modulate
tension
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The intrinsic features of
a
musical
excerpt
engage our brain in
predictions about the
upcoming components:
unresolved breach is
associated
with
increasing tension and
that
could
 First, when individuals make music, they come into contact with arousal
each other, thus fulfilling a basic need of humans, that for social evolve
in
contact;
unpleasantness if it
 Second, music automatically engages social cognition, as an attempt lasts too much and the
to understand the composer’s intentions;
anticipation
of
 Third, engaging with music can lead to co‑ pathy: individuals of a sequence resolution is
group can be empathically affected in such a way that inter- associated
with
individual emotional states become more homogeneous. Co‑ pathy
pleasure
and
to
refers to the social function of empathy, including a decrease in
dopaminergic
activity
conflicts and promotion of group cohesion
in the striatum.
 Fourth, music involves communication;
potential
 Fifth, music making also involves coordination of actions. This Another
reason
why
our
brain
requires individuals to synchronize to a beat and keep a beat. This
gets so caught up in
effect might originate from the pleasure that emerges when humans
coordinate their movements with each other; performing identical music is emotional
contagion: the emotions
movements also gives rise to a sense of group identity.
 Sixth, a convincing musical performance by multiple players is only conveyed by musical
possible if it also involves cooperation. Cooperation implies a excerpts
trigger
shared goal as well as shared intention, and engaging in cooperative physiological processes
behaviour is a source of pleasure;
that reflect the same
 Seventh, music leads to increased social cohesion of a group, which
emotions.
strengthens the confidence in reciprocal care and the confidence that
Electrophysiological
opportunities to engage with others in the mentioned social functions
recordings (especially
will also emerge in the future.
electromyography) and
Adapted from Box 2 “Social functions of music: the seven Cs”, in neuroimaging findings
support the relationship
Koelsch (2014), pg. 175.
between ‘happy’ or
‘sad’ music and the typical features of happy or sad facial expressions; music suggesting fear
can activate the limbic structures involved in processing of information that can lead to the
typical ‘fly of fight’ reaction.
Social functions of music: the seven Cs
Music is an activity that involves several social functions. The
ability, and the need, to engage in these social functions is part of
what makes us human, and the emotional effects of engaging in
these functions include experiences of reward, fun, joy and
happiness. Exclusion from engaging in these functions has
deleterious effects on health and life expectancy. These functions
can be categorized into seven areas:

Music - whether we consider it just a way to chill out or one of the things that make life worth
living, pure aesthetic abstraction or a mix of chills, tears and vivid images - is a powerful and
universal communication language, which is equally able to trigger the cognitive aspects that
distinguish us as human beings and the ancestral reactions that allowed our species to survive
and evolve.
Let’s go back to Thoreau’s sentence: “When I listen to music I fear no danger, I am
invulnerable, I see no enemies, I am in harmony with the earliest times and with the latest”…
Are we looking at it in the same way as at the beginning of this module?
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1 Cognitive-behavioural
addiction

treatment

for

substance

Cognitive behavioural theory posits that substance addiction is a learned behaviour
that is formed via repeated experiences that occur due to the capacity of the substance to
induce a specific effect on physical, psychological and social functions that are related to the
needs and desires of the individual that consumes it, especially if different means to achieve
the same result are not available. This kind of learning mainly takes place via association and
consequences. The former is based on the Classical Conditioning Theory (Pavlov,
1927/1960) according to which external (e.g. a specific location or person) or internal (e.g.
specific thoughts, physical or affective states) stimuli previously neutral can become
conditioned cues if repeatedly paired with substance use. The latter form of learning is
attributed to the effect of the substance that favours the motivation to repeat the behaviour
due to positive alterations in individual bio-psycho-social functions (positive reinforcement)
or to a perception of the substance as capable of acting as a pseudo-homeostatic regulator of
the aforementioned functions (negative reinforcement). During the recent decades, therapists
have also highlighted another form of learning substance-use-related behaviours which
occurs for social reasons (social learning) (Bandura, 1977) by observing other individuals and
mimicking their behaviour for a variety of reasons (e.g. belonging to a social group).
Whichever the motivation for engaging to substance use, negative consequences
inevitably supersede it but they are usually experienced when the individual has already
become addicted. This leads to a vicious cycle of symptoms’-relief attempts and deterioration
due to repeated substance use, which ultimately compounds addiction. Cognitive Behavioural
Therapy (CBT) focuses on identifying the individual needs that promote substance use, and
aims at reducing the possibility of relapse by promoting the development of skills and
alternative strategies (Marlatt, 1985, 1990, 1996) that facilitate the fulfilment of these needs
without the use of substances (Litt, Kadden, Cooney, & Kabela, 2003; Miller & Hester,
1989). During therapy, the importance of motivation for substance use and its consequences
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is also underscored along with the close examination of thoughts, emotions, and cognitions
implicated in the development and maintenance of addictive behaviours, so as to modify
them in a therapeutically beneficial manner for the addicted individual (Carroll, 1998).
In regards to reducing the risk of relapse, cognitive behavioural therapists have
emphasized the importance of timely identifying high-risk situations and modifying the
implicated behavioural responses that favour substance use (Marlatt, 1985, 1990, 1996). A
significant risk factor in this process is the experience of craving as its importance both in the
stage where addiction develops as well as during the phase of treatment has been repeatedly
stressed (Franken, 2003). Craving is considered as an emotion (Franken, 2003; Panksepp,
2007) and has been associated with the positive reinforcement of substances (Marlatt, 1985)
as well as with the desire to relieve withdrawal symptoms (Amercian Psychiatric Association
[APA], 2013; Baker, Morse, & Sherman, 1987; APA, 1987). Importantly, researchers have
highlighted the significance of cues associated with withdrawal or substance use that can
induce intense and stressful craving urges when a substance-addicted individual (SAI) is
presented with the related stimuli, due to long past repetition which results in automated
behavioural responses that favour substance-seeking behaviours and substance use (Poulous,
Hinson, & Siegel., 1981; Tiffany, 1990). This notion is further enhanced by Pavlovian
theories for addiction which suggest that these cues are linked with conditioned
psychophysiological (e.g. heart rate alteration, excessive sweat), subjective (e.g. craving) and
behavioural (e.g. drug-seeking behaviour) responses that increase the motivation for
substance use and consequently the risk for relapse (Krank & Wall, 1990). CBT aims at
extinguishing the impact of external or internal conditioned cues and employs different cueexposure therapeutic interventions for this reason.

1.1 Cue-exposure therapy for substance addiction treatment
The recognition of the importance of high-risk situations in substance addiction
treatment has led to the development of cue-exposure therapeutic interventions, such as
systematic desensitization (Lazarus & Rachman, 1957), that focus on the systematic
unreinforced exposure to high-risk stimuli (Childress, McLellan, Ehrman, & O'Brien, 1988;
Myers & Carlezon, 2010; Newlin, Pretorius, & Jaffe, 1989; O'Brien, Childress, McLellan, &
Ehrman, 1990; Siegel, 1988). These therapeutic interventions were initially employed for
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treating anxiety disorders (Hofmann & Smits, 2008) but their use has advanced during the
past decades as independent or additive treatment modalities for the treatment of substance
addiction.
Cue-exposure therapy for substance addiction treatment involves in vivo (real-time) or
in vitro (imaginary) exposure to stimuli associated with substance use so as to extinguish
them by weakening the association between cues and psychophysiological responses related
to craving (Drummond, 2000, 2001; Myers & Carlezon, 2010). These therapeutic
interventions have been employed for opiates addiction (Childress et al., 1993; Childress et
al., 1988; Ehrman et al., 1998), cocaine (O'Brien et al., 1990), alcohol (Drummond &
Glautier, 1994; Kavanagh et al., 2006; Monti et al., 1993) and nicotine (Lee et al., 2004;
Unrod et al., 2014). Research results, however, are contradictory in regards to their efficacy
(Conklin & Tiffany, 2002; Hammersley, 1992; Heather & Bradley, 1990). Some views claim
that this form of treatment is effective (Drummond & Glautier, 1994; Heather & Bradley,
1990), others argue the opposite (Dawe et al., 1993; McLellan, Childress, Ehrman, O’Brien,
& Pasko, 1986), whereas different scholars propose that it can be effective with specific
substances (Drummond, Tiffany, Glautier, & Remington, 1995a, 1995b), or only as an
additive treatment modality (Monti & O'Leary, 1999; Monti & Rohsenow, 1999; Rohsenow,
Niaura, Childress, Abrams, & Monti, 1990), often depending on individual therapeutic needs
(Drummond et al., 1995b; Powell, Gray, & Bradley, 1993) and on stage of internal
motivation for change (Romo & Graziani, 2015). A potential explanation for the variation of
research findings has been provided by more contemporary views which argue that according
to Pavlovian theories (Pavlov, 1927/1960), repeated unreinforced exposure to the cues can
only mask the association rather than weaken it (Robbins, 1990). Subsequently, the
theoretical basis and efficacy of the cue extinction process as a form of “unlearning”
maladaptive behavioural responses have been significantly challenged and replaced by the
notion of cue counterconditioning, i.e. learning a new behaviour in response to the cue and
developing a new association that will promote healthy behavioural patterns and enhanced
coping skills (Conklin & Tiffany, 2002). Simply put, the efficacy of a cue-exposure
therapeutic intervention translates into its capacity to counteract old behavioural responses
related to craving and promote new ones that are learned during treatment and can facilitate
abstinence.
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1.2 Can listening to relaxing music facilitate the counterconditioning of substance-related cues during cue-exposure
therapy?
The “undoing” hypothesis” (Levenson, 1994) and the Positive Psychology theory
(Dunn & Dougherty, 2005; Fredrickson, Branigan, & Tugade, 1998; Tugade & Fredrickson,
2004) posit that inducing positive emotions can counteract and eliminate the
psychophysiological effects of negative emotions, such as stress, fear and anxiety. Research
studies have verified this hypothesis by showing that cardiovascular arousal induced by fear
can be counteracted by evoking positive emotions (Fredrickson et al., 1998; Fredrickson &
Levenson, 1998). Since craving is considered as an emotion (Franken, 2003), the
counterconditioning of substance-conditioned cues necessitates the existence of an alternative
emotion-inducing source that will facilitate behavioural changes and modification of the
implicated psychophysiological responses related to craving. Interestingly, music listening
has been proposed as an efficient source for eliciting clear-cut positive emotions (Salimpoor,
Benovoy, Larcher, Dagher, & Zatorre, 2011; Salimpoor, Benovoy, Longo, Cooperstock, &
Zatorre, 2009) that can counteract negative affective states (Allen et al., 2001; Andrade &
Bhattacharya, 2003; Hamel, 2001; Phipps, Carroll, & Tsiantoulas, 2010; Schneider,
Schedlowski, Schurmeyer, & Becker, 2001; Sutoo & Akiyama, 2004; Thorgaard, Henriksen,
Pedersbaek, & Thomsen, 2004; Watkins, 1997), and psychophysiological symptoms (Allen et
al., 2001; Andrade & Bhattacharya, 2003; Hamel, 2001; Schneider et al., 2001; Sutoo &
Akiyama, 2004; Thorgaard et al., 2004; Watkins, 1997), by enhancing the implicated
homeostatic functions (Bernatzky, Presch, Anderson, & Panksepp, 2011; Sakamoto, Ando, &
Tsutou, 2013; Salamon, Kim, Beaulieu, & Stefano, 2003). Neurobiological research findings
further argue in favour of this notion as they propose that the property of music to evoke
positive emotions and counteract negative affect is due to distinct music-induced dopamine
release in the brain’s mesolimbic system (see figure 1 for music-induced alterations in the
human brain) (Blood & Zatorre, 2001; Menon & Levitin, 2005; Salimpoor et al., 2011) and
deactivation of the brain hippocampus and amygdala that are involved in the experience of
negative emotions, such as fear and anxiety (Bain, 1859; Blood & Zatorre, 2001; Blood,
Zatorre, Bermudez, & Evans, 1999). It has actually been suggested that this may be the
reason that SAI actively listen to music in an effort to alleviate physical and psychological
pain and discomfort (Aldridge & Fachner, 2006). Music listening has also shown to
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counteract negative ideas (Phipps et al., 2010), prevent negative mood (Sarkamo et al., 2008)
and enhance positive beliefs that temporally overcome individual tendencies to counteract
them via rational thinking (Salamon et al., 2003). It could, therefore, be argued that listening
to pleasant relaxing music may be capable of facilitating the counterconditioning of
substance-conditioned cues and of enhancing the effectiveness of cue-exposure therapy in
reducing the implicated craving responses. Such a contribution may be significant for
providing SAI with efficient coping strategies that can promote problem-based coping - via
the reacquisition of cognitive control over cue reactivity - and the containment of compulsive
substance-seeking behaviour in the presence of substance-related stimuli (Beck, Wright,
Newman, & Liese, 1993; Christiansen, Smith, Roehling, & Goldman, 1989; Marlatt, 1996;
Stathopoulou, 2010).

Figure 1. Brain structures modulated by music.
.

2 The capacity of music to induce emotions
It is not coincidental that music has been considered as an essential component of
human development and an integral part of most cultures (Peretz & Hebert, 2000; Trehub,
2003), since it has been highly appreciated for its emotion-inducing properties since
antiquity, as evident by Aristotle’s description of the different affective states evoked by the
musical modes in the 4th century B.C. (Jowett, 1885). Up to date, most of the contemporary
studies on emotional responses to music have been based on the Component Process Model
of Emotion (Scherer, 2005; Scherer, 2004) which posits that an emotion episode consists of
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synchronized changes in at least the three following components: somatic and autonomic
nervous systems (physiological arousal), behavioural changes (expressive displays and action
tendencies) and subjective feelings (the conscious feeling of an emotion)

(Coutinho &

Cangelosi, 2011; Krumhansl, 1997; Panksepp, 1995; Sloboda, 1991; Witvliet & Vrana,
1995). Importantly, research findings seem to verify that synchronized changes in response to
music occur in self-reported feelings, physiological arousal, activation of cortical and
subcortical brain areas linked with emotion, and action tendencies and regulation (Juslin,
Liljestrom, Vastfjall, Barradas, & Silva, 2008). According to Juslin and Vastfjall (2008),
these changes are mediated by specific mechanisms and processes, such as brainstem
reflexes, visual imagery, musical expectancy, evaluative conditioning, episodic memory,
emotional contagion and sometimes cognitive appraisal. Hence, most scholars agree that
music can actually express, induce and modify human emotions (Schellenberg &
Mankarious, 2011) and that emotion induction is one of the most important reasons for
listening to music (Sloboda & O’Neill, 2001). Indeed, research findings have revealed that
the main motivation for music listening evolves around emotion modification and release,
enjoyment, and stress alleviation (Behne, 1997; Juslin & Laukka, 2004; Sloboda, O'Neill, &
Ivaldi, 2001; Zillman & Gan, 1997) as listening to music has been found to distinctly activate
a wide spectrum of positive emotions (Brown, 1991), such as joy, euphoria, relaxation,
serenity, wonder and ecstatic mood (Gabrielsson, 2001; Juslin & Laukka, 2004; Khalfa,
Bella, Roy, Peretz, & Lupien, 2003; North & Hargreaves, 1996 ; Panksepp, 1995; Schäfer &
Sedlmeier, 2010; Sloboda, 1991; Sloboda, 1992; Sloboda & O’Neill, 2001; Sloboda et al.,
2001; Smith & Joyce, 2004; Wells & Hakanen, 1991), that are highly correlated with
emotional arousal intensity (Rickard, 2004; Salimpoor et al., 2009). Significant factors
influencing individual emotional responses to music have been found to be the music genre
(Altenmuller, Schurmann, Lim, & Parlitz, 2002; Christensen & Peterson, 1988; Zentner,
Grandjean, & Scherer, 2008), lyrics (Ali & Peynircioylu, 2006; Brattico et al., 2011),
personal music background and expectancies (Grewe, Nagel, Kopiez, & Altenmuller, 2007),
musical training (Lehmann, 1997), music tastes (Iwanaga & Moroki, 1999), personality
(Wheeler, 1985), fantasy (Garrido & Schubert, 2011), empathy (Juslin & Vastfjall, 2008),
familiarity with the music pieces (Mote, 2011), listener’s interactions and prior associations
with the music and the social context where music listening takes place (Sloboda & O’Neill,
2001), and reasons for engaging to music listening (Behne, 1997). Of significance, the

73

emotional impact of music on the listener does not end when the musical stimuli are removed
but continues after the end of the musical pieces (Vastfjall, 2002; Wheeler, 1985).

3 The capacity of music to facilitate craving reduction by
counterconditioning substance-related cues during
systematic desensitization
Research evidence presented in the previous sections shows that listening to pleasant
music can, indeed, induce distinct and intense positive emotions in the listener. These
findings indicate that listening to relaxing music - not related with prior substance use and
capable of evoking a sedative effect (de Niet, Tiemens, Lendemeijer, & Hutschemaekers,
2009; Smith & Joyce, 2004; Strauser, 1997) - could facilitate the counter-conditioning of
stressful craving-inducing cues associated with substance use, and the modification of the
implicated maladaptive behavioural responses. Relaxing music may, thus, be a significant
assisting agent during in vitro cue-exposure therapeutic interventions, such as that of
systematic desensitization. Indeed, the efficacy of in vitro music-assisted systematic
desensitization for drug addiction treatment has been experimentally investigated (Stamou,
Chatzoudi, Stamou, Romo, & Graziani, 2015) and the related studies revealed that not only
can music-assisted systematic desensitization be an effective adjunct therapeutic modality
that enhances coping strategies for high-risk situations in everyday life, but that music also
significantly increases the therapeutic effectiveness of the specific behavioural therapy
intervention (Stamou, Clerveaux, Le Rocheleuil, Berejnoi, Romo & Graziani, 2015).
Music-assisted systematic desensitization is a method (better employed in individual
therapy settings) used for altering a negative reaction to a situation or stimulus in order to
modify learned maladaptive behavioural patterns (Lazarus & Rachman, 1957). The main
therapeutic objectives of this complementary treatment modality are to counter-condition
substance-related cues in order to extinguish the implicated craving responses and to reduce
emotions of fear, anxiety and stress associated with the specific stimuli. By doing so, musicassisted systematic desensitization promotes new “healthy” behavioural patterns learned
during treatment and provides SAI with efficient coping strategies for high-risk situations in
everyday life. Of importance, these situations have shown to be significant risk factors
associated with relapse (Marlatt, 1985, 1990; Stathopoulou, 2010) as they involve the
experience of high levels of craving and/or other forms of negative affect which can induce
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intense emotional confusion and lead to substance use or relapse in an effort to cope with
situational demands that exceed the SAI’s related capacities. Thus, music-assisted systematic
desensitization can significantly contribute to the rehabilitation process of SAI by promoting
abstinence and allowing deeper issues associated with addiction to be addressed under less
pressure during later stages of treatment.
The therapeutic process begins with SAI participating in a pre-treatment individual
interview during which they choose their preferred relaxing music - not associated with
prior substance use - and they identify high-risk situations for relapse in everyday life (see
figure 2 for a brief related illustration). The situations are chosen according to the frequency
they take place in the SAI everyday life and to the intensity of craving involved in the
situations (more frequent situations that induce high levels of craving are usually preferred in
order to prevent relapse). Subsequently, a hierarchy of gradual steps for imaginary exposure
is created for each situation in collaboration with the therapist. The gradual steps of the
hierarchy of each situation must follow the chronological order of events experienced in real
life conditions (unless slight modifications are considered necessary by the therapist in order
to better address specific therapeutic goals related to the situation), include all the elements
implicated in the situation, and advance from less intense to more intense components of the
situation, i.e. from easy to difficult (see tables 1 and 2 for related examples). The treatment
sessions begin with the SAI relaxing by listening to their preferred relaxing music for 20
minutes (see table 3 for a therapeutic session guide). The therapist then asks the SAI to rate
his/her craving in a scale from 0 to 10. If the craving rate is 4 or more, the SAI continues to
listen to music until craving rates drop to 2 or below 2. Following, SAI are gradually and
repeatedly exposed to the situation (following the related hierarchy steps of gradual exposure)
by imaginarily re-experiencing it in a safe environment (Lazarus, 1961; Paul & Shannon,
1966) while listening to their preferred relaxing music so as to counter-condition the
substance-related cues and extinguish the psychophysiological responses associated with
craving (important: SAI must not imagine that they use substances during imaginary
exposure). During each exposure step, the therapist asks the SAI to rate his/her craving in a
scale from 0 to 10. If a specific step begins with a craving rate higher than 4, the therapist
instructs the SAI to return to the previous hierarchy step. This process is repeated until the
new step can be imagined with a craving rate of 4 or less. Similar measures are taken if
during imagining a step the SAI provides a craving rate higher than 8 (usually well-advanced
within the hierarchy guide of a situation). The therapist instructs the SAI to return to the
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beginning of the step and slowly advance within it until the craving rates drop below 8.
Proceeding to the next step requires that the provided craving rate of the already imagined
step is 2 or less than 2 within the related scale. The process is repeated until the SAI can
imaginarily re-experience the whole situation in full detail without any feelings of craving.
During the therapeutic process, listening to relaxing music that induces a sedative effect
serves as a significant assisting agent for the counter-conditioning of substance-related cues,
and consequently for the modification of the implicated craving responses and substanceseeking behavioural patterns. After the end of each session a brief feedback/discussion takes
place between the therapist and the SAI in order to highlight potential significant issues,
elaborate on emotions and behavioural tendencies experienced during imaginary exposure,
ask questions regarding the session/therapeutic experience, and further enhance a therapeutic
relationship based on reciprocal trust, acceptance and appreciation. Music-assisted
systematic desensitization therapy sessions end only when the cravings have completely
faded out in order to eliminate any possibility of relapse.
The major concerns in the proposed treatment of listening to relaxing music combined
with systematic desensitization is the evocation of harmful memories and negative emotions
during therapy as one may raise questions about the possibility of triggering a relapse.
However, this type of therapy takes place in a safe environment and under the supervision of
trained medical staff. Furthermore, SAI are asked to re-experience situations that they
inevitably have to face in everyday life. Consequently, the risk for relapse is highly unlikely
to increase due to the proposed treatment. On the contrary, the therapy process could lead to
craving decreases, alleviation of fear associated with craving-inducing stimuli, and reduction
of avoidance tendencies that may decrease the risk for relapse (Childress et al., 1993;
Childress et al., 1988; Drummond & Glautier, 1994; Ehrman et al., 1998; Kavanagh et al.,
2006; Monti et al., 1993). Additionally, the counterconditioning of craving-inducing cues and
the capacity to face them with decreased craving responses may promote the acquisition of
problem-based coping skills for situations that involve negative emotions, stress and craving
(Beck et al., 1993). The fact that research studies on the benefits of music in substance
addiction treatment have reported a motivation-enhancing effect for cognitive behavioural
therapy (Dingle, Gleadhill, & Baker, 2008) and no significant side-effects, makes the
proposed treatment an attractive therapeutic approach.
Music-assisted systematic desensitization for drug addiction treatment can be applied
in: a) cases where craving is induced by situations conditioned with substance use or
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withdrawal (classical conditioning) (Pavlov, 1927/1960), b) cases where craving derives from
the incapacity to deal with specific emotions or demands placed upon by a situation, and
substance use acts as a negative reinforcer (operant conditioning) (Konorski, 1948; Skinner,
1938), c) cases where the above two conditions are combined, i.e. repeated substance use is
employed to deal with situations imposing demands beyond one’s capacity to cope, and
results in automated behavioural responses when the stimuli are presented (classical
conditioning) and d) situations conditioned with substance use for social reasons (social
conditioning) (Bandura, 1977).

Figure 2. Illustration of the basic steps composing the therapeutic process of music-assisted
systematic desensitization.
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Table 1
First example of a hierarchy composed of gradual steps for imaginary exposure during a
therapeutic session of music-assisted systematic desensitization. This example situation is a
hierarchy that was built during the research study that examined the effectiveness of different
types of music-assisted systematic desensitization in drug addiction treatment (Stamou,
Chatzoudi, et al., 2015). It is an example situation with mainly behavioural elements that act
as craving-inducing cues and pose a high risk for relapse. The situation has been referred to
by the SAI as: “Having to go by a place where I used to buy/use drugs on my way to work”.

Hierarchy steps
Step 1. I wake up in my house and I drink my coffee.
Step 2. I leave for work and I choose a drive route that is not the shortest one but allows me
not to go by a place close to my house where I used to buy/use drugs.
Step 3. I leave for work and I go by a place close to my house where I used to buy and use
drugs. I try not to look and I drive away.
Step 4. I leave for work and I go by a place close to my house where I used to buy and use
drugs. There is a lot of traffic and I am stuck. I stand there and watch the place.
Step 5. I observe the place and the people. I see people that I don’t know buying drugs. I can
tell that some of them have already used drugs whereas another one is using drugs that same
moment.
Step 6. I observe the drug users. After a while, I see someone whom I used to buy drugs from
and some other users that I know buying drugs from him.
Step 7. They recognize me and stare at me in the eyes. One of them comes close to me and
proposes to use drugs with him for free, as a gift from him.
Step 8. A drug dealer is behind him in a small distance. I used to buy drugs from him. He
keeps staring at me in the eyes. He has recognized me and wants to sell me drugs. He makes
a gesture he used to do to signal me to approach him in order to buy drugs. He comes towards
me and tries to sell me drugs the same way he used to do it in the past.
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Table 2
Second example of a hierarchy composed of gradual steps for imaginary exposure during a
therapeutic session of music-assisted systematic desensitization. This example situation is a
hierarchy that was built during the research study that examined the efficacy of music to
increase the effectiveness of systematic desensitization (Stamou, Clerveaux, et al., 2015). It is
an example situation with cognitive and behavioural elements that act as cues. Underlined
sentences indicate cognitive (thoughts) or emotional cues that favour substance use and must
also be modified during the therapeutic process. A common way to do so is by reminding to
the SAI the negative consequences of using drugs, when he/she exhibits thoughts or
experiences emotions that favour substance use and are difficult to control. The situation has
been referred to by the SAI - who is a musician - as: “Being in a music party”.

Hierarchy steps
Step 1. I am in my house preparing to go to a music party. My musician friends have invited
me. I leave the house and I am on my way.
Step 2. I arrive at the party. The music is nice but I feel bored.
Step 3. I observe the people and I understand that some of them have used drugs. I can tell by
the expression in their face and by the way they move.
Step 4. There are a lot of drugs going around. Some people are smoking cannabis, others are
sniffing cocaine, while other are shooting heroine. I feel isolated because I can’t hang around
with them as they are using drugs. I feel uncomfortable and like a fish out of the water.
Step 6. The music is now very nice. It is the music I really like. I start having thoughts about
music and drugs matching perfectly together. I am remembering how it is to feel high.
Step 7. A woman I really like comes and talks to me. I have low self-confidence right now.
We talk a little and then she goes away. I have the feeling that she is disappointed by my
reaction. I really don’t like this feeling. I cannot have fun and I want to feel free to celebrate.
Step 8. A friend of mine with whom I used to take heroin comes to me and offers me some
stuff. He tells me that all will be better if I use.
Step 9a. There are musicians who play music and who ask me to join them and play guitar.
Step 9b. An old musician - friend with whom we used heroine together is coming and is
offering me some stuff. I feel uncomfortable. Everybody celebrates and I feel bored, isolated
and not at all “cool”. All the musicians have taken drugs except for me.
Step 10. I go on and play music with them. They all look so happy and they have so much
fun after having used drugs. One of them is actually smoking cannabis in front of me and I
see another shooting heroine next to the small music stage of the party.
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Table 3
The time / activity course of a music-assisted systematic desensitization therapeutic session.
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